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THE UNHEEDED WARNING 

According to an editorial in the Daily 
Oklahoman of April 26 “Count Von Bern- 
stroff, the kaiser’s ambassador to the United 
States in 1914, laughed at our so-called 
progressive” politics as being “made in 
(,ermany.” In an interview published in The 
Vashington Star that year he also made the 
‘urther observations: 


“Your ‘progressive’ politics are the reflec- 
ion of the sort of state socialism which 
Bismark established as a concession to the 
rreat number of followers of Karl Marx, 
‘hen existing, when he was molding the Ger- 
1an empire back in 1870. 

“You educators do undergraduate or post- 
graduate work in our German universities 
ind come back chock full of conceptions of 
ocial justice, the beauties of bureaucracy, 
1e efficiency of our system of government, 
nd the high social and official positions ac- 
orded the pedagogues. As a matter of fact, 
uur government is not as efficient as most 
veople think. No government ever is. It gets 
by because the German people are an obedi- 
ent people, accustomed to regimentation.’ 

“Then he got in a final warning and horse 
laugh when he added: You have adopted an 
neome tax law in congress. That is the be- 
ginning. You will soon have more and more 
burdensome ones. Now you don’t know a 
thing about the burdens of taxes. We in 
Europe know. But what amazes me is that 
your people seem so intent on following our 
example instead of developing the system 
provided by your constitution. Wait a few 


” 


vears and see the results! 


If those who read this will turn to the 
editorial columns of the Journal of the Okla- 
homa State Medical Association they will 
find that in July, 1943, this warning for the 
benefit of the people and the medical pro- 
fession, was sounded under the title “From 
Bismarck to Beveridge Plus Wagner and 
Murray.” Perhaps this was before the bill 
was set to music with the gay lilt of Dingle. 
Though the latter ardently sings the virtues 
f socialized medicine he has been known to 
travel all the way from congress to Colorado 


to have his private physician check the 
phthisic in his chest. 

How hard the lessons; how slowly we 
learn; how high the price! 





WORLD HEALTH ORGANIZATION 

Those who did not see the editorial in the 
Journal of the American Medical Associa- 
tion April 3 issue will be interested to know 
that the function of the United States in 
international public health was dealt a seri- 
out blow when the “Rules Committee of the 
House of Representatives tabled a bill to 
ratify the constitution and the WHO and to 
make the United States a member of that 
body.” 

More than any other nation our mechaniz- 
ed, transportation-minded, globe-trotting 
United States has converted the hoary old 
sphere into One World. After bringing all 
nations together with their varied diseases, 
shall we refuse to participate in this organi- 
zation designed to safeguard the health of 
all and to protect each nation from the 
communicable diseases of all the other na- 
tions. Since the establishment of WHO on 
a sound basis would help to secure the health 
of the United States and since its objectives 
are among the few non-controversial pro- 
posals considered by the United Nations and 
since we had an important part in the or- 
ganization of the International Health Con- 
gress out of which grew the present world 
organization, our failure to cooperate is 
difficult to understand. 


RESEARCH IN OKLAHOMA 

The Oklahoma Medical Research Founda- 
tion is assured. The campaign for funds 
cannot fail. The building program is in the 
hopper. The medical and allied professions 
have every reason to be proud of the fact 
they were privileged to initiate this unified, 
humanitarian movement on a comprehensive 
scale unheard of before. Those who have 
not participated in this worthy cause should 
do so now. Though personal giving has been 
purely on an unselfish plane, those who have 
contributed have, perhaps, unwittingly per- 
petuated their names. 
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COMPULSORY HEALTH INSURANCE* 

The National Industrial Conference Board 
has published a revealing compendium on 
this subject resulting from the experience 
and research of Dr. Elizabeth W. Wilson, 
one of America’s best known actuaries. 


Dr. Wilson’s father was a prominent 
Washington physician standing high in the 
councils of the District of Columbia Medical 
Society. She grew up in the shadow of the 
seat of government to become a skilled 
mathematician, a meticulous statistician and 
a widely sought consultant in actuarial fields. 
Her qualifications for a sound discussion on 
the subject of compulsory health insurance 
are supplemented by one time service as 
associate actuarial statistician of the Social 
Security board. 


The author gives the history of our gov- 
ernment projects in this field and shows their 
intimate relationship to the Bismarckian 
pattern. She poses the administrative prob- 
lems, discusses the medical and economic 
implications and the political potentialities. 
She closes with the pros and cons of com- 
pulsory health insurance. 


This booklet should be read by every phy- 
sician and made available to every Ameri- 
can who reads and it should be relayed to 
the illiterate. After the late hearings on 
S-1606, Senator Pepper, chairman of the 
subcommittee for the survey of health in- 
surance, released a statement (referred to 
below as the Subcommittee report), which 
purported to be a summarization of the 
hearings. Actually it epitomizes the main 
arguments of the proponents. 


A reference note indicates that this re- 
port was really “a two-year study made by 
the subcommittee, and was ready for distri- 
bution in March, before the hearings began 
(Christian Science Monitor, July 27, 1946.) 
Of the subcommittee, Senator La Follette 
writes (Colliers, February 8, 1947, p. 22) 
that it was infiltrated by fellow travelers. 
He speaks of the report’s being released 
under “highly irregular procedure.” It was 
signed, for instance, by only four of the nine 
members of the subcommittee (Christian 
Science Monitor, August 5, 1946), and Sena- 
tor Aiken, one of the four, had not authoriz- 
ed the use of his name to indorse any spe- 
cific legislation (ibid., July 27, 1946.) 


This shows that the taxpayers footed the 
bill for a one-sided report and without sub- 
sidy the NICB had to pay for the truth. 
Those who are wavering and wondering if 
it may be well to acquiesce should remember 
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that according to Gracian “the squeezed 
orange falls from a golden salver into the 
dung.” God forbid! 





*Copies of this study may be obtained from The Conference 
Board, sending charges prepaid, at $1.00 a copy. 





PATIENT-PHYSICIAN-HOSPITAL 
PROBLEMS 


The increasing demand for hospital care 
in spite of mounting costs poses a number 
of serious questions. Patients have become 
hospital minded because of hospital insur- 
ance, popular health education and the pre- 
vailing impression that the hospital is the 
physician workshop. The paucity of generz| 
practitioners and the dwindling patien’‘- 
doctor relationship send many unanchore1 
patients to the hospital. Under the influenc: 
of these varied factors many patients wh» 
might be adequately treated in the home are 
admitted to hospitals. Some patients justly 
in need of hospitalization remain longer than 
necessary because of hospital insurance or 
because the servant question has become sw 
acute it is impossible to arrange care 4 
home. 


Though the cost of hospitalization has 
doubled in the past few years and the finan 
cial strain upon low and moderate income 
groups is tremendous the demand for beds 
is pressing. 


The cost of hospitalization, medical care 
nursing and medication is driving man) 
people toward the promises of socialized 
medicine. They find it difficult to realize that 
in the last analysis they will pay more than 
they are paying now. Those who doubt 
should check civilian hospital costs with the 
cost of VA hospitalization. 


It is time for a careful survey to deter- 
mine patient-physician-hospital needs. The 
main objectives should be the speeding of 
turnover, the elimination of unnecessary pa- 
tients, the study of hospital insurance with 
the hope of more adequate coverage, the pos- 
sibility of reducing costs and the advisability 
of nursing or rest homes for patients not in 
need of expensive hospital services and for 
the purpose of speeding the hospital turn- 
over. Such rest homes could be manned by 
nurses’ aids working under registered nurse 
supervisors. 


It behooves the physicians to become in- 
terested in these pressing problems. It seems 
that some solution is imperative if we would 
escape governmental control. 
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WHEN PROCRASTINATION IS 
DAMNABLE 

The State Office is being assailed by com- 
plaints that while D.O. has been added to 
“osteopathic physicians” signs, M.D. is still 
wanting on the signs of many medical phy- 
sicians. ; 

There is not a sign painter in the State 
Office, but there is a pen. The latter is now 
being pushed in the direction of those who 
have failed to comply with the law. If you 
stand for the integrity of your profession 
and the welfare of your patients, call a sign 
ainter, or perhaps better, the manager of 
‘our building, if you suffer the misfortune 
f being a city doctor. Perhaps through con- 
‘erted effort, building managers could be in- 
luced to make the necessary changes or ad- 
litions at a small per capita cost. 

Which do you prefer, paint or repeal? 
Time is passing, don’t procrastinate. 





FORESIGHT 

In the April Bulletin of the Garfield Coun- 
y Medical Society, we find an editorial by 
taymond G. Jacobs “All Set for Disaster.” 
ivery county and district medical society 
u.dld give serious consideration to the 
heme of this editorial. 

It reports that Garfield County Medical 
Society has organized its membership, laid 
t plans for emergencies and received finan- 
cial aid from the American Red Cross to 
issure swift execution wherever catastrophe 
strikes in the county or adjacent communi- 
ties. 

The following pertinent paragraphs are 
ifted from the body of the editorial: 


“The plan, as organized, will consist of 
groups of three or four doctors and nurses, 
with sufficient supplies, ready to leave im- 
mediately for the scene of a disaster and to 
continue this help until it is no longer neces- 
sary. 

“These groups of doctors and nurses will 
work possibly six or eight hour shifts, to be 
followed by new and fresher groups. This 
sequence will be maintained as long as the 
situation requires. Naturally we are hoping 
we are never needed, but disaster can come 
from cyclones, tornadoes and fires at any 
time and in this age of atom fission, ex- 
plosions, etc., anything can happen.” 





THE PATIENT-PHYSICIAN 
RELATIONSHIP 
This relationship championed by the Hip- 
pocratic Oath and supported by the Great 
Physician and his faithful follower Luke 


993 
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could be improved in this exigent age by 
giving the patient more time. The bedside is 
his battle ground and the doctor is his com- 
manding officer. He not only expects orders 
but he has a right to demand leadership. 
He is willing to conform to necessary diag- 
nostic and laboratory techniques and thera- 
peutic strategies but primarily he is inter- 
ested in prognosis. What he wants is victory 
over his affliction and to that end he will 
invest the last spark of mental and physical 
energy. He longs for the opportunity and 
the know-how. 

Often the doctor seems not to realize that 
he has been prepared by an exacting educa- 
tion and accumulated experience for the bed- 
side conference which as a rule finds the 
patient wholly unprepared. Suddenly the 
latter comes face to face with problems 
which to him may seem catastrophic regard- 
less of their significance. They are beyond 
his comprehension. He craves confidence and 
sympathetic understanding. While labora- 
tory procedures and to him inexplicable ther- 
apeutic measures are underway he would 
like for his physician to initiate some tests 
in the laboratory of the soul. Time spent by 
the physician in an effort to penetrate fallow 
spots beneath the patient’s calvarium is 
never lost. Even though the patient seems to 
be unresponsive and irresponsible (a rare 
experience) the time is stili well spent. If 
sympathetic conferences explaining condi- 
tions and what may be expected from treat- 
ment does not immediately help the patient, 
the honest effort chastens the doctor and 
sends him to his rest with an easy con- 
science. Often when the patient seems to be 
heedless, the physician’s advice and council 
may find favorable soil, and may ultimately 
bear fruit. The best way to defeat the 
Wagner-Murray-Dingel bill is to be patient 
with the patient. 





YOU AND YOUR DOCTOR 

In this issue of the Journal there is a 
review of a little book under this title by 
Benjamin F. Miller. While it is hard to be- 
lieve that any person bearing the title M.D. 
could line up with the President, Senator 
Pepper, organized labor, the Social Security 
Administration officials and other bureau- 
crats we must face the facts. 

The deciples of Bismarck so active in gov- 
ernment bureaus, bent upon the destruction 
of our liberties are occasionally discovered 
in our own ranks. Here is one! Read the re- 
view and purchase the book and build de- 
fenses against this evil threat. 
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UROLOGY IN GENERAL PRACTICE® 





DONALD W. BRANHAM, M.D. 
OKLAHOMA CITY, OKLAHOMA 





There is an opinion shared by many mem- 
bers of the medical profession that special- 
ism has been over-employed and probably is 
a factor in the increased cost of medical 
care. On the other hand when complicated 
diagnostic and treatment procedures are in- 
dicated they can best be applied by those of 
adequate training and experience, yet many 
patients are referred to the specialist when 
the diagnosis and treatment is not involved. 
Actually such patients should receive their 
medical care from the general practitioner. 
But the laity has been taught that the most 
efficient medical care can be obtained from 
the doctor who restricts his work to a par- 
ticular field. As a consequence many patients 
who in former years would have had but one 
doctor to consult, now employ a staff of 
specialists instead of a single “family prac- 
titioner.” These patients are bypassing the 
general practitioner with increased costs and 
an inferior grade of medical care. 

There are probably many factors other 
than these to explain this misguided em- 
phasis on specialism. In my opinion the 
present day scheme of medical education 
contributes much to a weakening confidence 
in the general practitioner. The student is 
indoctrinated not only in his pregraduate 
years but later in his internship and resi- 
dency almost exclusively by specialists. The 
majority of his preceptors are interested in 
the small field of their own specialty and 
not a few have a tendency to dramatize and 
even complicate minor phases of diagnosis 
and treatment to the neophyte. No wonder 
the young doctor becomes subconsciously 
imbued with the feeling that only a specialist 
can render the best treatment. Undoubtedly 
this practice constitutes one of the reasons 
why the goal of a high percentage of the 
medical school graduates should be ultimate- 
ly a specialty practice. 

Urology is not a minor portion of the 
average practice of the general man. Genito- 
urinary tract signs and symptoms are con- 
stantly being encountered in many patients 


*Presented before the General Session at the Annual Meeting 
of the Oklahoma State Medical Association, May 14, 1947. 


and must be properly evaluated in the di?- 
ferential diagnosis of various diseases. 
Cystoscopy and other transurethral pri - 
cedures are so often over-emphasized in th: 
teaching years that the graduate in his ear] - 
years of practice feels lost unless these diag - 
nostic aids are available. Actually the large - 
portion of a private urologic practice ma- 
be efficiently handled without complicate | 
cystoscopic equipment. Certainly I do nc 
mean to infer that cystoscopy and pyelog 
raphy can be dispensed with but I do believ 
in many instances merely because of avail- 
ability patients are submitted to these prc 
cedures: In teaching institutions ofttime 
complicated methods of urologic diagnosi 
and treatment as demonstrated to the stu 
dent become in his mind the standard o 
practice and a fixed concept is engendere: 
that such is the norm for the efficient exami 
nation and management of patients. 

In the field of urology it may be of inter 
est to detail a few phases of urologic prac 
tice that would lend to more elaboration ir 
teaching. 

The treatment of most genitourinary tract 
infections is well within the province of the 
average practitioner. In acute infections the 
cystoscope is not indicated. In most in- 
stances all that is necessary is the determi- 
nation of the type of invading organism and 
the prescribing of the appropriate medica- 
tion for the eradication of that type of 
bacteria. Chronic bladder infections, com- 
mon in women, are often amenable to 
thorough urinary antisepsis and the judic- 
ious use of the urethral sound and silver 
nitrate instillations. 

The infected prostate should qualify for 
more attention by the general practitioner 
than it receives. Many patients with chronic 
asymptomatic prostatitis are shunted to the 
specialist for whom better treatment could 
be prescribed by their home practitioner. 
The majority of these patients require but 
a minimal amount of active treatment as 
not a few of them are urologic neurasthenics. 

The x-ray is an important element in the 
diagnosis or urologic disease. The use of the 
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intravenous urogram has greatly simplified 
the practice of urology in eliminating many 
cystoscopic manipulations. It has its admit- 
ted limitations but in many instances will 
provide almost complete information as to 
the status of the upper urinary tract. Intra- 
venous urography is particularly invaluable 
in the determination of obstructive uropathy 
o' the upper urinary tract. The position, 
fvnetion and motility of the renal pelvis and 
ureters can be determined with exactitude. 
Te general man should know how to use 
t!is invaluable aid for urologic diagnosis. 
I is a safe procedure and will rule out many 
q estions of urinary tract pathology. 
Stone disease of the upper urinary tract 
: a common ailment encountered in general 
vctice. In many instances it is a disease 
i_racterized by recurrences, and neglect in 
management accounts for many nephrec- 
nies in later life. The general practitioner 
s ould know well the stone problem as it 
a plies to the urinary tract and he should 
able to utilize this available knowledge 
the prevention of recurrences. Removing 
stone is but a detail in calculous disease 
» the urinary tract; the follow up care is 
stly more important. 
A proper appreciation of the importance 
hematuria should be grounded in the 
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medical mind of every graduate student. 
Despite all that has been written and spoken 
on this subject, hematuria is still a sign too 
often dismissed by the practitioner as a 
trivial and unimportant episode. No solution 
of the cancer problem as it pertains to the 
urinary tract can be accomplished until the 
“red flag” of hematuria assumes its proper 
clinical importance in general practice. 

Sexual disturbance in the male is a much 
neglected phase of urology that in most in- 
stances is better managed by the practitioner 
than the specialist. As the psychogenic ele- 
ment is a strong etiologic factor not only in 
the production, but the aggravation of im- 
potency and loss of libido, the general prac- 
titioner with an insight into the mechanism 
of these disorders can do much for these 
distressed patients. 

I have cited but a few of the aspects of 
urologic practice that in my judgment are 
relatively neglected in general practice. It 
is necessary in order to make available to a 
larger portion of the population the benefits 
of modern medical knowledge, that the gen- 
eral practitioner’s field of usefulness should 
be expanded. Much can be accomplished 
through his schooling by giving him practical 
knowledge and confidence to apply that 
knowledge in behalf of his patients. 





DIAGNOSTIC POINTERS IN RHEUMATIC DISEASES 





E. GOLDFAIN, M.D. 
OKLAHOMA CITY, OKLAHOMA 





Quite often it may happen that diagnoses 
of rheumatic diseases may be easily deter- 
mined through a knowledge of certain clini- 
cal and pathological features that character- 
ize the individual entities. Again, at times, 
the diagnosis of an arthritic or rheumatic 
case can be established only after rigid and 
extended diagnostic investigations have been 
carried out. 

From a clinical standpoint, a careful and 
detailed history is of the first importance. 
After a detailed history is taken of the onset 

nd course of the rheumatic symptoms to the 
time the physician sees the patient, and add- 
ed to what the individual physician may ob- 
serve without actual physical examination, 
often 60 to 80 percent of cases can be tenta- 

vely, but rather accurately, diagnosed. 

Of course, the physician should not stop 

ith just the taking of the history, even 

ough it is of such extreme importance. A 

mplete physical examination is the next 


most important step. It will often confirm 
initial impressions as to the type of rheu- 
matic disease that the individual has. 
Following a physical examination, neces- 
sary and indicated x-ray and laboratory tests 
may be in order, though often such tests are 
of confirmatory rather than diagnostic value. 
From the standpoint of the internist and 
general practitioner, rheumatic diseases may 
be arranged into one of six groups. 
Keeping in mind the need of a carefully 
taken present and past history, as well as 
system review, also the need for a complete 
physical examination, the following diagnos- 
tic points will, when kept in mind in respect 
to rheumatic diseases, help to establish a 
diagnosis rather quickly, and with some 
good degree of accuracy place the case in the 
proper rheumatic disease group: 
(A) Rheumatic cases are caused by spe- 
cific organisms; such as syphilis, gonorrhea, 
pneumococcus, tuberculosis, etc. 
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1. Far too often it is overlooked that a 
preceding case of gonorrhea may be the 
cause of an acute polyarticular arthritis 
attack. Very often Neisserian arthritis will 
follow by one to several weeks an attack of 
gonorrhea, and will be of a polyarticular 
type. 

2. Often the initial onset of polyarticular 
gonorrheal arthritis will focalize later to a 
single joint—more often the knee joint. 

3. When an undulating fever history is 
present, with exacerbations and remissions, 
plus the presence of associated joint symp- 
toms, think of Brucellosis. 

4. There may be a history of chills fol- 
lowed by fever recurring rather regularly 
plus associated joint symptoms, in cases ex- 
posed to or having developed malaria. 

5. If loose stools are present which con- 
tain blood and pus, and frequent movements 
coexist, plus the presence of joint involve- 
ments, check on the colon for ulcerative 
colitis. Approximately one out of 25 cases of 
ulcerative colitis will have joint involve- 
ments. 

6. If the history reveals a slow insidious 
onset in a single joint, quite often of the 
spine, hip or knee, remember that tubercu- 
losis involvement of the joint should be con- 
sidered. 

7. If petechiae are present with joint 
involvement plus some fever and possibly 
some degree of heart disturbance, one should 
keep in mind that subacute bacterial endo- 
carditis might be present. 

8. If there is present joint disease, quite 
often limited to a single one which is with- 
out heat, tenderness or special amount of 
pain, and if rigid pupils plus lost knee re- 
flexes are noted, the presence of tabes dor- 
salis with a Charcot joint is usually the diag- 
nosis. 

9. During the course of syphilitic treat- 
ment, joint pains may develop, especially in 
the early stages of treatment. One should 
keep in mind the presence of a Herxheimer 
reaction. 

i0. If arsenicals are being given for a 
case of syphilis, the development of compli- 
cating arsenical multiple neuritis may pro- 
duce joint symptoms of rather marked de- 
gree. 

11. Pain may be present in or about in- 
volved joints or in the spine for quite a 
period of time, before the x-ray will reveal 
a metastasis. 

12. Joint symptoms—when present—to- 
gether with a Wassermann test that is posi- 
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tive, indicate that the articular symptoms, 
if they do not markedly resemble a definite 
known type of arthritis, are secondary to 
syphilis. Syphilis is very protean in its mani- 
festations and the rheumatic symptoms may 
be one method by which it reveals itself. 

13. Articular involvement of _ rather 
marked degree, associated with skin rashes 
that are present in rat bite fever, may be 
the result of rat bite fever. 

14. In the presence of scarlet fever, as- 
sociated migratory polyarthritis symptonis 
are often present somewhat similar to whit 
occurs in rheumatic fever. 

(B) Rheumatic cases which are probab y 
due to infection, but in which the etiolog c 
agent is not definitely known. Good examp!:s 
of this are rheumatoid arthritis and rhe'- 


‘matic fever. 


(C) Degenerative joint diseases are be 
exemplified by certain types of chronic 0; 
teoarthritis. 

1. The three most common rheumat 
diseases are chronic osteoarthritis, fibrosit 
(non-articular rheumatism), and rheum 
toid arthritis. 

2. The presence of Heberden’s nods 
serves notice that chronic osteoarthritis 
present. 

3. The coexistence of osteoarthritis ar 
rheumatoid arthritis occurs not too infre 
quently and is known as mixed arthritis. 

4. Obtaining a history of an inflamma- 
tory attack of rheumatism before the age 
of 15, may help to classify a later episode 
of rheumatic fever. 

5. In an acute polyarthritis attack fol- 
lowing in one to five weeks a sore throat or 
an acute tonsilitis—think of rheumatic fever. 

6. Remember that less than 10 percent 
of patients having rheumatoid arthritis be- 
gin with an acute attack—therefore think 
of rheumatic fever in an acute onset. 

7. Always be sure to inquire as to the 
age of the patient, for osteoarthritis as a 
rule occurs after the age of 40, while rheu- 
matoid arthritis is usually present between 
the ages of 20 and 40. 

8. When rheumatic joint involvement 
flits around to various joints every four or 
five days, without leaving definite sequelae 
in the temporarily involved joints, consider 
strongly the presence of rheumatic fever. 

9. If adequate doses of salicylate wi! 
relieve pain and produce marked improve- 
ment of joint involvement in a younge* 
person, again consider the presence of rhev- 
matic fever. 
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10. If the joints are red, hot, and swollen, 
as well as very tender, and sweating and 
fever is present—and in a younger person, 
think of rheumatic fever. Occasionally, how- 
ever, rheumatoid arthritis may begin acutely 
in that manner. 

11. Red, hot, and swollen joints, with 
marked pain that could be confused with 
rheumatic fever may follow from seven to 
21 days the administration of antiserum. 


12. Weight loss is usually present in 
cases of rheumatoid arthritis. On the con- 
‘ary, osteoarthritics are usually well-nour- 
shed, as well as cases of fibrositis. 


13. When fusiform spindle shaped swell- 

igs are present, especially involving the 
roximal interphalangeal joints of the fin- 
ers, and often symmetrically placed, it 
sually means rheumatoid arthritis is pres- 
nt. 

14. With the presence of subcutaneous 
odules, think of rheumatoid arthritis, rheu- 
atic fever, or fibrositis. 

15. Rather marked lymphadenopathy 
iay be present in rheumatoid arthritis, es- 
ecially in the epitrochlear and axillary 
reas of the body. 

16. The presence of muscle atrophy is 
uite often present in rheumatoid arthritis, 
ut is absent in osteoarthritis. 


17. Cold, clammy hands and feet, with a 
mooth somewhat cyanotic shiny atrophic 
‘kin is usually associated with rheumatoid 
arthritis. 

18. It is a truism that fever is not pres- 
ent in uncomplicated degenerative joint dis- 
ease, 

19. The presence of a stiff painful back 
in a young adult—usually a male—occurring 
at times with associated involvement of hips 
or shoulders, plus fleeting rheumatic pains, 
points to rheumatoid arthritis of the spine, 
known as Marie-Strumpell spondylitis. 

20. The sedimentation rate is elevated in 
rheumatoid arthritis, but usually normal in 
osteoarthritis. 

21. X-rays of joints are only confirma- 
ory evidence of rheumatoid arthritis. Early 
in the onset, the x-rays of the joints may 
be entirely normal or possibly show only 
mild osteoporosis—therefore, the diagnosis 
of rheumatoid arthritis without positive x- 
rays is in order. 

22. Rheumatoid arthritis is much more 
frequent in women. 

23. Cloudiness of the sacro-iliac joints 
and evidence of inflammatory reaction of 
same On x-ray, in young persons, males usu- 
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ally, means ankylosing spondylitis or rheu- 
matoid spinal arthritis. 

24. Bilateral  sacro-iliitis involvement 
may be present months or years before ob- 
jective back signs of rheumatoid spinal arth- 
ritis are obtained. Therefore, always make 
an antero-posterior x-ray of the pelvis in a 
young adult patient, male especially, who has 
shifting rheumatic pains occurring inter- 
mittently for a period of days or weeks. 

25. Psoriasis skin lesions may be present 
with typical rheumatoid arthritis joint signs. 
This is classified as psoriatic arthritis. 

(D) Traumatic joint diseases. Usually 
the pathology is limited to a single joint, 
though multiple joints may be involved as a 
result of acute or chronic traumata, either 
of marked, or minimal degree. 

1. When only one joint is involved, in- 
quire after trauma. The trauma may be on 
an occupational basis. Trauma causing joint 
reaction may be on an acute basis, or on a 
chronic basis. Trauma may be produced 
acutely in severe degree or there may be 
trauma in minimal amount year in and year 
out which eventually produces joint changes. 

2. A sciatica syndrome, especially when 
the ankle reflex is absent, should promptly 
call for a careful searching history in re- 
spect to the possible occurrence of a disk 
injury. It is a frequent cause of a sciatica 
syndrome. 

3. Faulty posture and backache are often 
cause and effect. 

4. Weak muscles, especially of the body, 
often cause low back pains. 

5. When a patient complains of weak 
feet or has ptosed arches, or if other struc- 
tural deformities are present, then as a re- 
sult of strain caused by such defective ana- 
tomical condition, pains may be produced 
and even objective joint involvement. 

6. When a joint suddenly swells in a male 
who has a history of being a bleeder, and 
in whom a hereditary background is present, 
think of hemophilia and intra-articular hem- 
orrhage. 

(E) Metabolic dysfunctions: Gout and 
gouty arthritis—acute or chronic. Quite of- 
ten acute gout may become—after a long 
period of time—chronic. It is a metabolic 
disturbance in the body’s ability to handle 
uric acid. 

1. Gout is extremely rare in females. 

2. If the history reveals sudden onset of 
joint pains, often monarticular, plus the pres- 
ence of redness, swelling and extreme ten- 
derness and persistence of symptoms for 
several to 14 or 21 days, and recurrences at 
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first every eight to 18 months, then more 
often, plus complete clearing and no sequelae 
in the involved joints, gout should be con- 
sidered as the cause of the joint disturbance 
until proved otherwise. 

3. The presence of a tophus, either about 
the ears or about a joint, is a diagnostic 
sign of gout. It, however, as a rule, occurs 
late in the course of gout. 

4. The presence of an olecranon bursitis 
points to gout. It should be considered as 
present until proved otherwise. 

5. During an acute attack of arthritis, 
especially when it happens to be monarticu- 
lar, if the blood uric acid is elevated, gout 
is the most usual cause of the joint con- 
dition. 

6. When regularly recurrent joint swell- 
ings are present and happening approxi- 
mately every seven to 21 days, usually in 
the same joints—and more often involving 
the knees, intermittent hydrarthrosis is as 
a rule the condition present. This is especi- 
ally true when the onset is abrupt with in- 
creasing effusion disappearing in a few days 
and normal conditions of joints resulting. 
The condition then is almost certainly that 
of intermittent hydrarthrosis. 

7. When a subperiosteal hemorrhage is 
present, and a history of dietary deficiency 
is obtained, think of the need for Vitamin 
C of the patient having such symptoms. If 
some degree of gum changes suggestive of 
scurvy are also present, then the diagnosis 
is quite in order of a Vitamin C deficiency. 

8. When the tongue or mouth give evi- 
dency of lack of vitamin factors, especially 
of the B complex type, and the dietary his- 
tory reveals the probable presence of a vita- 
min deficiency, then think of Vitamin B 
complex deficiency causing the rheumatic 
symptoms. 

9. Often the presence of the above B 
complex deficiency symptoms will be associ- 
ated with a diffuse nonpitting swelling of 
the tissues about the joints, especially in the 
hands or in the lower extremities. In that 
case, Vitamin B, or thiamine choloride de- 
ficiency apparently dominates. 

10. Arthralgia and joint swellings as a 
part of the picture of hypothyroidism is not 
at all uncommon. 

11. If puffiness of the hands or feet or 
knees is present, plus a dull facial expres- 
sion, weak reflexes, a slow pulse, hypoten- 
sion, and a low BMR is obtained, then a diag- 
nosis of hypothyroidism can be made as 
being the cause of the joint pains. Thyroid 
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extract is specific for the relief of such con- 
dition. 

12. Skin manifestations of lupus ery- 
thematosis not at all uncommonly have as- 
sociated joint involvement. 

13. The presence of erythema nodosum 
and joint involvement often may be associ- 
ated. 

14. The skin findings of dermatomyositis 
will quite regularly be associated with mono- 
or polyarticular joint changes. 

15. Drug _ intoxications causing skin 
rashes may also produce associated joint 
symptoms and signs. 

(F) Neurogenic. Neurogenic conditions 
with associated joint involvement: 

1. Syringomyelia with its trophic and 
pain nerve fiber’ involvement may produce 
joint changes in which heat, pain, and ten- 
derness are absent. 

2. A myelitis, either transverse or dis- 
seminated, may produce as a part of the 
neurogenic disturbances, non-painful asymp- 
tomatic joint involvement. 

(G) Fibrositides. Fibrositis, known as 
non-articular rheumatism. This is a condi- 
tion which may be either primary or second- 
ary. It affects the fibrous tissues, either of 
muscles, of joint capsules, tendons, nerves, 
bursae, etc. The causes back of fibrositis may 
be infections of acute or chronic type, known 
or unknown, toxic states, traumata, metabo- 
lic disturbances, or psychogenic. 

1. An arm that produces pain at the 
shoulder on elevation and/or inability to 
cross the forearm behind the back because 
of pain and motion limitation, usually spells 
subdeltoid bursitis, one of the fibrositis syn- 
dromes. 

2. Given the history of an initial shock, 
the presence of signs and symptoms of con- 
version hysteria elsewhere, the presence or 
onset of fibrositis symptoms suggests a diag- 
nosis of psychosomatic rheumatism. 

3. Though an x-ray of the shoulder joint 
is negative, a subdeltoid bursitis diagnosis 
is in order, as 60 percent or more of such 
cases do not have bursal calcification to 
produce x-ray findings. 

4. Swellings of the fibrous tissues about 
the joints, especially when monarticular, 
with negative x-ray findings, may often spell 
fibrositis—periarticular type. 

5. Muscle spasm, such as wry neck or 
lumbago, is often due to trauma or to infec- 
tion of the fibrous tissues surrounding the 
muscle fibers and is to be classified as fibro- 
sitis—either primary or secondary in type. 

6. Fibrositis, or involvement of the 





June, 1948 


fibrous tissues about the joints or of tendons 
or ligaments, is often secondary to either 
rheumatoid arthritis or osteoarthritis and 
is considered a part of the arthritic picture. 

7. A peripheral neuralgia which appears 
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suddenly and apparently as a result of in- 
fection and in which neuritis symptoms are 
absent, is in fact fibrositis—neuralgic in type 
and caused by involvement of the peri- 
neurium. 





STREPTOMYCIN: ITS USES IN CHEST CASES” 





PAUL B. LINGENFELTER, M.D. 
CLINTON, OKLAHOMA 





PURPOSE 
The purpose of this paper is to summarize 
1e findings of the work with streptomycin 
1 chest diseases during the past year and 
‘y to give a critical analysis of the same. 


ACTION OF STREPTOMYCIN IN THE BODY 
Briefly, let us analyze the action of strep- 
mycin in the body and the dosages and 

edministration of it is brought out by auth- 
ors from the Mayo clinic, the National Re- 
search Council, and the Council on Pharmacy 
and Chemistry. 


The order of absorption of streptomycin 
is as follows: It is absorbed in general cir- 
ulation, the level in the blood serum reaches 
a peak in about one-half hour. It is excreted 
by the kidneys and through the bile. After 
large amounts, it is found in the cerebro- 
spinal fluid, and also passes through the 
placenta reaching the foetal circulation in 
systemic administration. When it is admin- 
istered orally, little of it reaches the blood 
stream, and this method of administration 
is not suitable for use in treatment of in- 
fections in general. 


From two to three months about 40 per- 
cent of patients develop immunity to strep- 
tomycin. After four months about 60 percent 
showed immunity. 

DOSAGES AND ADMINISTRATION 

When 0.1 Gm. is given intramuscularly 
every three hours, one can expect that the 
mean concentration in the blood over a three 
hour period will be two-three micrograms 
per cubic centimeter. When 0.2 Gm. is given 
it the same time interval, the mean concen- 
ration will be five-six micrograms per cubic 
centimeter (minimum three, maximum 10). 
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For 0.3 Gm., there will be six-eight micro- 
grams per cubic centimeter (minimum four, 
maximum 12). For 0.5 Gm., (minimum six, 
maximum 26). When 0.6 is given intraven- 
ously in a single injection, the mean concen- 
tration will be 12-16 micrograms per cubic 
centimeter (minimum 10, maximum 26). 


Satisfactory concentrations of streptomy- 
cin can be obtained in the blood and urine 
following intravenous,, intramuscular and 
subcutaneous administration. 


The dosage of streptomycin in our series 
of cases was set at a standard of one Gm. 
daily, irrespective of the patient. However, 
a few were cut to one-half Gm. total per day 
because of toxic symptoms developing. In 
some cases, on first sign of possible reaction, 
the dosage was cut to the latter figure. Be- 
cause of these toxic symptoms manifesting 
themselves, we began giving one Gm., di- 
vided into doses at six hour intervals for 
seven days, then the treatment was stopped 
for three weeks. At the end of this rest 
period, the identical dosage was re-insti- 
tuted. On this intermittent treatment, we 
have had one patient in the third interval 
of treatment develop an apparently allergic 
reaction with chills and high temperature. 


The usual forms of this drug are strep- 
tomycin in hydrochloride, sulfate, or phos- 
phate and the solutions are more potent in 
alkaline conditions than in acid. It is dis- 
pensed as a powdered substance in ampules 
containing 1,000,000 or more S units, or one 
Gm. of the crystalin salts. 


For intermittent intramuscular injections, 
125 Mg. per cc. of distilled water or normal 
saline solution were given every three to 
four hours. For continuous intramuscular 
administration, the desired dose of one to 
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two Mg. may be dissolved in 500 to 1000 cc. 
of physiologic saline solution. It may be 
given subcutaneously in amounts of one Mg. 
per cc. Intermittent intravenous administra- 
tion has no advantage over the intramuscular 
or subcutaneous methods and is not recom- 
mended. It may be used for continuous intra- 
venous drip by total daily doses from one 
to four Gms. administered in two liters of 
physiologic saline solution in 24 hours. For 
intrathecal administration, 10-20 Mg. per 
cubic centimeter in isotonic sodium chloride 
solution should be used. It may be repeated 
at intervals of 24 to 48 hours. 


For nebulization, 24 to 50 Mg. per cc. are 
used. Orally, as much as five Mg. to several 
grams may be used per day in four divided 
doses. Incidentally, it has been reported that 
it is possible to eradicate both gram-negative 
and gram-positive organisms by nebuliza- 
tion of streptomycin in the bronchial tree. 


For tropical application, solutions contain- 
ing 25-40 Mg. per cubic centimeter may be 
used. Treatment should be continued for at 
least 48 to 72 hours after the temperature 
returns to normal and all signs of infection 
have disappeared. 


Streptomycin may also be administered 
locally by direct instillation into cavities and 
by nebulization. 


TYPES OF CHEST CASES TREATED 


Now, let us turn to the use of streptomycin 
in the treatment of chest cases. It has been 
advocated as an effective agency in tuleremic 
pneumonia, Klebsiella pneumoniae, in plague 
bacillus, influenzal infections, proteus vul- 
garis, Aerobacter aerogenes infection, Es- 
cherichia coli infections, and Hemophilus in- 
fluenzae infections. In our series of cases we 
should like to include the following: bron- 
chiectasis; mixed organisms; lung abscess; 
histoplasmosis, tuberculous empyema; mixed 
empyema; cavernous tuberculosis, tubercu- 
lous tracheitis, bronchitis, and of course 
exudative pulmonary tuberculosis. The most 
recent communications brought to our at- 
tention two cases of tuberculous peritonitis. 


At the State Sanatorium, we have been 
very much interested in the use of strepto- 
mycin in pulmonary tuberculosis; especially 
in cases with extensive bilateral disease that 
cannot be treated by any of the other meth- 
ods. These are the cases that would be con- 
sidered primarily salvage material. However, 
as others before us, we found that early, 
fine, pulmonary lesions respond much more 
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favorably to streptomycin therapy than old, 
fibrocavernous lesions. 


From three to six weeks was the earliest 
that any definite resolution could be observed 
in the roentgenograms of the chest. When 
treatment was discontinued there were a few 
instances where reactivation of the process 
was noted. 


Symptomatic improvement is noticed with- 
in one to two weeks after administration of 
this drug. Fever declined, and temperatur= 
became normal within four to eight weeks 
There was a return to a sense of well-beiny 
and a disappearance of stupor, headaches 
and muscle rigidity have been associate! 
manifestations. It is our belief that miliar 
or hemotogenous tuberculosis and exudativ 
or pneumonic types, early cases of cours 
should be treated with maximum tolerate 
doses. 


With the exception of histoplasmosis an: 
tuberculous empyema, we have had very 
good results in the use of this drug. How. 
ever, in the latter condition, there was : 
noticeable thinning of the previously thic! 
fluid raised, and a decrease in the cough 
while taking streptomycin. The cases o 
mixed empyema, tracheitis of tuberculou: 
origin or otherwise, lung abscesses, an 
mixed organisms appeared to clear entirely 
Also, we have found it to be of definite valu: 
in the preparation for pulmonary surgery) 
and resection. 


TOXIC REACTIONS 


Much has been said as to the toxic reac- 
tions caused by this drug. It is known to be 
capable of producing side reactions of vary 
ing severity. Certain lots have been found 
which produce a histamine-like reaction on 
parenteral administration with a fall of 
blood pressure and syncope. The most serious 
toxic effect of streptomycin is its neurotoxic 
action on the eighth nerve which may occur 
in about 10 percent of patients treated with 
large doses (three to four Gms. daily) over 
periods of several weeks to months. Some 
common reactions are nausea, malaise, fever, 
renal irritation, arthralgia, local reactions 
at the site of the injection, urticaria, puritus, 
and contact dermatitis. 


Out of 76 cases treated, 20 were available 
for interrogation, and included the various 
types of chest conditions previously men- 
tioned as having been treated in cur series. 
This survey includes not only the toxic reac- 
tions, but also the beneficial manifestations, 
as experienced by the patient himself. 
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Nausea 
Malaise 
Fever 


Arthralgia 
Dizziness 
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TOXIC REACTIONS 


15 percent 
25 percent 
20 percent 
30 percent 


40 percent 
40 percent 


Renal irritation 15 percent 


10 percent 
30 percent 


Defective hearing 
Skin reactions 
Loss of appetite 15 percent 


Loss of weight 
Tingling sensation 


15 percent 
20 percent 
Headaches 30 percent 
Nervousness 10 percent 


10 percent 
15 percent 


Pulse rate drop 
Numbness 


Gall bladder upset 


BENEFICIAL MANIFESTATIONS 

75 percent reported that they felt better 
generally. 

51 percent noticed an increase in appetite. 

20 percent of patients with cough noted 
hat cough diminished, three stopped com- 

etely. 

25 percent were raising thick material, 

oticed that the fluid was much thinner and 
amounts smaller. 

60 percent noticed a gain from five pounds 
to 29 pounds. 

100 percent slept better while on treat- 
ment. 

One patient had a gum condition which 
cleared up on this drug. Also a very husky 
voice for past two years. Voice became norm- 
al 


10 percent 


One patient had a rattle in chest on cough- 
ing. This ceased entirely. 

Two patients with drainage from ears, 
ioted drainage ceased. 

Two patients reported absence of prostatic 
ondition previously present. 

One patient noticed that her complexion 
leared considerably. 

As a summary of this report, the follow- 
ng conclusions have been reached in the 
se of approximately 1750 Gms. of strepto- 


(all males) 


(noticeable rise) 
(had previously been running temperature 
but decreased to normal) 


(one man, on the 28th day, lost sense of 
balance, couldn’t walk without help. After 
three months he is improving.) 

(all males, noted frequency of urination and 
burning.) 

(no deafness, ringing sensation) 

(rash over stomach, back and arms. Itched. 
Also, ringworm-like rash.) 

(one patient said everything but meat tasted 
rotten.) 


(noticed immediately following shots, clear- 
ed in 5-10 minutes) 

(pressure headaches, felt like top of head 
was coming off) 

(when taking shots every six hours, nervous- 
ness diminished) 

(pulse dropped from 102 to 52) 

(complained of dead feeling to the lips and 
drawing of face skin) 


mycin in the treatment of various types of 
chest conditions in 76 patients. 


(1) Patients seem to do just as well from 
weekly, intermittent treatments as they 
do from continuous treatment for long 
periods of time. More beneficial results 
have been obtained from interrupted 
treatment as contrasted to the cumu- 
lative toxic effects and fastness to the 
drug which results from prolonged and 
continuous treatment. 


Longer intervals of time between shots 
give the patient less anxiety. We find 
that one Gm. doses divided into shots 
every six hours are tolerated better 
than every three hours. 


We do not believe that streptomycin 
is a cure for tuberculosis, but we do 
advocate its use because we believe 
_ that it is an aid in reducing the second- 
ary infections. This was brought out 
in the survey presented, and the micro- 
scopic findings show that the bacterial 
flora has diminished. In some cases, we 
noted that the sputum was negative 
for organisms entirely. 
(4) Streptomycin has eliminated the im- 
mediate post-operative infectious com- 
plications. These being eliminated, we 
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are now bothered only with the me- 
chanical and technical complications 
such as lost air spaces and spontane- 
ous pneumothoraces, etc. in chest sur- 
gery. 

With the exception of cases of histo- 
plasmosis and tuberculous empyema, 
our results in various types of chest 
cases have generally been good from 
the use of streptomycin. 


In many cases, streptomycin appears to 
suppress tuberculosis rather than to eradi- 
cate it, being apparently bacteriostatic rath- 
er than completely bactericidal in the con- 
centrations which can be obtained in ths 
tissues. We cannot subscribe to the idea that 
streptomycin should not be instituted in 
chest cases unless it is available for four 
months’ supply, or 300 to 400 Gms., the 
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amount recommended. On the contrary, we 
have seen good results in streptomycin thera- 
py in small doses. 
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Streptomyci: 





PEPTIC ULCER* 





Harry A. DANIELS, M.D. 
OKLAHOMA CITY, OKLAHOMA 





Peptic ulcer occurs only in those portions 
of the digestive tract that are exposed to 
the action of acid gastric juice; that is, 
lower portion of the esophagus (rarely) ; the 
stomach; first portion of the duodenum and 
rarely the second portion of the duodenum; 
after gastrojejunostomy ulcer may form at 
the stoma, and in Meckels diverticulum when 
aberrant gastric mucosa is present; it may 
occur at the pylorus, or adjacent to it, that 
is prepyloric and postpyloric. 


Autopsy and x-ray studies have shown 
that approximately 10 percent of all persons 
have a chronic duodenal or gastric ulcer at 
some time in their lives. Duodenal ulcer is 
thought to be about 13 times as common as 
gastric ulcer, and duodenal ulcer occurs four 
times as often in the male as in the female; 
gastric ulcer is more common in women. The 
vast majority of peptic ulcers occur in the 
first three or four cm. of the duodenum, or 
along the lesser curvature of the stomach— 
the so-called “mangenstrasse,” about two 
inches or more from the pylorus. Peptic 
ulcer is considered the most frequent in- 
trinsic organic cause of chronic recurring 
dyspepsia. 

aendiibec the lean, thin asthenic — of 
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person is said to be the ulcer type, the lesior 
is often seen in short stock, obese patients 
so that constitutional type is of no rea! 
clinical significance in the ulcer problem. 
Although there have been many theories 
advanced to explain the etiology of peptic 
ulcer, the cause is unknown. The acid factor 
and the neurogenic factor however, are 
known to be of major importance in the 
production of and the recurrence of ulcer. 


DIAGNOSIS 


The basic diagnostic requirement is a good 
history, for the diagnosis may never be made 
unless the possibility of ulcer suggests itself 
to the physician—and the proper investiga- 
tions are made. The outstanding symptom is 
pain in the episgastrium, between the xi- 
phoid and the umbilicus. Its characteristics 
namely, chronicity, periodicity, and relation 
to food taking are well known. Aggravation 
or recurrence of ulcer pain is apt to occur 
at certain periods of the year, especially 
from early fall through March and April, 
and is very commonly worse around the 
Christmas holiday season. The pain may, and 
often does radiate through to the back in 
the lower dorsal spine region; or to the right 
lower abdominal quadrant, causing mistaken 
diagnosis of appendicitis at times. If the pain 
is severe in the back, it is suggestive of 
chronic penetration or perforation of the 
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ulcer to the pancreas, but does not neces- 
sarily prove this to be the case. Not uncom- 
monly, back pain is the predominant com- 
plaint and the abdominal symptoms are so 
much in the background that they are not 
mentioned by the patient. The pain of duo- 
denal ulcer is apt to be to the right of the 
mid line, and that of gastric ulcer to the 
left of the mid line. The pain of gastroje- 
junal ulcer tends to be located to the left of 
and just below the navel. Typically the pain 
ecurs from one to four hours after a meal 
nd is very common and more severe at 
ight between midnight and three a.m. If 
ain occurs in the early morning hours be- 
wre breakfast it is suggestive of pyloric ob- 
truction. The pain is usually relieved by 
‘ilk, bland food, antacids and by induced 
omiting. When the usual character of ulcer 
ain changes to a more or less constant pain, 
often aggravated, rather than relieved by 
od, one may consider the probability of 
ymplications, such as, deep penetration of 
ie ulcer, or of pyloric obstruction develop- 
ig. A few patients do not complain of pain 
t all and a massive hemorrhage or an acute 
erforation may at times be the _ initial 
vymptom. Then there are some ulcer patients 
aving a typical pain resembling acute ap- 
endicitis, acute biliary colic or gastric cri- 
‘s of tabes dorsalis. Substernal pain is noted 
1a few. 


Vomiting may occur in the absence of ob- 
‘truction when the pain is severe, and when 
the lesion is located in the pylorus. When 
persistent however, or when the emesis con- 
tains food eaten the day before, obstruction 
at the outlet of the stomach is to be sus- 
pected ; the obstruction may be due to edema 
and inflammatory reaction, or to cicatrical 
stenosis. Other symptoms of peptic ulcer, 
such as gas or a sense of fullness, belching, 
heart burn, water brash, constipation, etc., 
are not peculiar to this disease. 


Physical examination is not of any ma- 
terial help in the diagnosis of uncompli- 
cated peptic ulcer as it is frequently negative 
except for tenderness in the upper abdo- 
men, which is usually indefinite. 


Gastric analysis may reveal normal gastric 
acids, sometimes a lowered amount of free 
HCl, but more often a hyperacidity and an 
ncreased volume of gastric juice. The dem- 
mntration of free HCl in the gastric contents 
s essential to the diagnosis inasmuch as 
peptic ulcer does not occur in the presence 
if an acidity. As a routine, a modified Ewald 
test meal of eight Arrowroot cookies and 
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400 cc. of water has been very satisfactory. 
If no free HCl is found by this meal, an 
alcohol meal, or a fractional histomine test 
may be given so as to be certain we: are 
dealing with a true achlorhydria. However, 
the degree of acidity found is not of much 
diagnostic help in peptic ulcer. If fresh blood 
is noted in the gastric contents, it probably 
is traumatic due to the tube, but if old blood 
or coffee ground material mixed with the 
gastric contents is found, a bleeding lesion 
is signified. 


Stool analysis—the demonstration of oc- 
cult blood is at times of diagnostic value, 
but is usually absent. 


X-ray examination is by far the most im- 
portant method available for the diagnosis 
of ulcer. Probably 95 percent of ulcers can 
be demonstrated by an expert. The roentgen 
ray examination consists of a fluoroscopic 
examination, using manual compression and 
this is followed by a film for a permanent 
record. Duodenal ulcer will be manifested 
by the niche or by deformity of the duodenal 
bulb or by both. About 95 percent of the 
ulcers will be found in the bulb and about 
five percent in the second portion of the 
duodenum. Attempt should be made to dem- 
onstrate the niche or crater because it is 
pathognomonic of ulcer and of its activity. 
A central crater may be present without de- 
formity of the bulb; however, deformity of 
the bulb means duodenal ulcer nine times 
out of 10. In gastric ulcer the crater is 
usually seen as a penetrating niche or out 
pocket in profile along the lesser curvature 
of the stomach; at times the ulcer is on the 
anterior or posterior wall away from the 
lesser curvature. When a gastric ulcer heals, 
the niche disappears and no deformity of the 
stomach results. When a duodenal ulcer 
heals, very often the scar contractures result 
in a permanent deformity in the duodenal 
bulb. 

Gastroscopy is of value in confirming the 
clinical and x-ray diagnosis of gastric ulcer, 
but the great disadvantage is the inability 
to see beyond the pylorus. It is helpful in 
distinguishing benign from malignant ulcers. 


Complications. The principal complica- 
tions of peptic ulcer are hemorrhage, per- 
foration and obstruction. To these may be 
added malignancy, which occurs in about 
10 percent of gastric ulcers. 

(1) Massive hemorrhage: About 20 per- 
cent of peptic ulcer patients experience mas- 
sive bleeding at some time. The ulcer located 
on the posterior wall of the duodenal bulb 
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seems especially prone to hemorrhage. Hem- 
orrhage may be the initial symptom in some 
cases. Most patients under 50 recover but 
hemorrhage is more serious in the patient 
past 50 because of the arteriosclerotic factor 
and the decreased ability of the bleeding 
vessel to contract. The symptoms of hemor- 
rhage are well known (will vary with the 
suddenness and severity of the bleeding and 
may include pallor, weakness, dyspnea, hem- 
atimosis, tarry stool, prostration and syn- 
cope. The blood pressure falls, the pulse rate 
increases, the leucocyte count rises and then 
the hemoglobin and red cell count drops.) 
Symptoms of anemia may be the most prom- 
inent and mask the gastric symptoms. 


(2) Perforation. Acute perforation is the 
most dangerous complication of ulcer and is 
the most common cause of death. It occurs 
about nine times as frequently in the duo- 
denum as in the stomach, and nearly always 
in the male sex. It may occur without warn- 
ing, or it may follow exertion and may be 
the first intimation the patient has of any 
gastric disturbance. The symptoms are simi- 
lar to those of any ruptured viscus and in- 
clude sudden excruciating pain in the upper 
abdomen with sweating pallor, subnormal 
temperature and “board like” rigidity and 
tenderness. Unless immediate operative in- 
tervention for the closure of the perforation 
is undertaken within a few hours, peritonitis 
develops, with death in a few days. 


Subacute perforation is less intense than 
the acute and spontaneous closure often oc- 
curs as a result of fibrinous adhesions to the 
pancreas, liver or omentum so that recovery 
follows without surgical interference. These 
“formes frustes” perforations may go un- 
recognized. At times an abscess, subphrenic, 
follows such a perforation. 

Chronic perforation. The base of an ulcer 
is at times formed by the capsule of the 
pancreas or liver, or some other adjacent 
organ; at times, a jejunal ulcer may perfor- 
ate into the colon without any pain, and the 
first and only symptom is diarrhea. 


(3) Obstruction. 

As stated before, vomiting is the promin- 
ent symptom, and the obstruction may be 
due to spasm at the pylorus, to edema and 
inflammatory swelling about an ulcer, to ci- 
catricial stenosis, or to a combination of 
these factors. About seven percent of duo- 
denal ulcers have some obstruction at one 
time or another. Obstruction is the most 
frequent indication for surgical treatment in 
peptic ulcer, but we should remember that 
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in about 85 percent of the obstruction cases, 
edema and inflammatory swelling is the chief 
factor and is amenable to medical treatment. 
The diagnosis is made by aspiration of the 
stomach contents and by x-ray. X-ray exami- 
nation of the stomach will show it to be di- 
lated and atonic and no barium is seen to 
enter the duodenum. Gastric aspiration will 
reveal 300 cc. or more of retention. 


Malignant gastric ulcer. Inasmuch as ap- 
proximately 10 percent of gastric ulcers are 
malignant, there will be difficulty at times 
in differentiating a benign from a malignant 
gastric ulcer. The former should be given 
medical treatment and the latter will require 
gastric resection. The history and the chemi- 
cal findings on gastric analyses and the x-ray 
examination all may in certain instances he 
misleading. However, when in doubt, we try 
three or four weeks of good medical treat- 
ment and in that time a benign ulcer shou!d 
disappear and occult blood in the stool shou'd 
clear up; if this does not occur, the evidence 
favors a malignant ulcer. The gastroscope 
may give us valuable help here if done hy 
an experienced gastroscopist. 


TREATMENT 

The management of chronic peptic ulcer 
is primarily a medical problem and surgic:l 
measures are reserved only for some of the 
complications. 

The purpose of treatment is three-fold; 
first, to control symptoms; second, to give an 
adequate program so the ulcer will heal, and 
third, to prevent recurrences as far as is 
possible. 

In order to properly treat peptic ulcer, 
the physician must educate the patient re- 
garding the nature of his disease—the same 
as one would the diabetic. He should under- 
stand that we are dealing with a chronic 
disease, that the ulcer will heal under treat- 
ment, but that it also tends to recur under 
certain conditions. It should be explained 
that although the cause of ulcer is unknown 
there is a definite emotional control and 
many recurrences are due to psychosomatic 
upsets. Fatigue, strain and worry may pre- 
cipitate a relapse and this should be em- 
phasized to the patient. Explain that nerv- 
ous tension, not nervousness, is the factor 
that will aggravate his ulcer. It is quite 
generally agreed that the neurogenic, or the 
psychosomatic aspect is most important in 
a large number of cases. We should also 
explain the importance of the chemical fac- 
tor and the necessity and rationale of fre- 
quent feedings of bland food, the interv:! 
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milk feedings and the use of gastric ant- 
acids to neutralize the excess acidity. The 
patient should know the difference between 
relief of symptoms which may occur quickly 
under good treatment, and the healing of the 
ulcer which will require six to eight weeks 
or more. Then the necessity for long term 
attention to diet with inter-meal and bedtime 
feedings of milk and improved habits of 
| ving for at least two years should be im- 
; ressed on the patient. 

The use of caffeine containing beverages 

ould be discontinued, as it has been shown 
| cat caffeine is a moderately potent stimulant 

gastric secretion. It aggravates an ulcer 
much the same manner as does alcohol, 
noking and food indiscretions. The ulcer 
; itient should be urged to give up smoking 
tirely. Alcohol should not be taken in the 
tive stages of ulcer and never in concen- 
ated form. Better cooperation of the pa- 
ent is apt to be obtained as a result of 
me spent discussing these factors. He 
ould be encouraged to report at periodic 
tervals and I believe that recheck fluoro- 
‘opie examinations from time to time en- 
uurage the patient with peptic ulcer. 

The early diagnosis and the prolonged 

lequate treatment of peptic ulcer is the 

st way to prevent the serious complica- 
ons of hemorrhage perforation and obstruc- 
on with their attendant mortality. At the 
resent time about 12 percent of complicated 
or intractable duodenal ulcers require sur- 
gery. 

The majority of peptic ulcer cases can be 
treated satisfactorily by an ambulatory re- 
gimen, although about 15 percent may re- 
quire, or be better managed, by two or three 
weeks hospitalization. Some gastroenterolo- 
gists prefer to hospitalize their patients for 
the first two weeks treatment, finding this 
method more satisfactory from the stand- 
point of educating the patient regarding his 
disease. This has the advantage of putting 
the patient at rest, which is an important 
feature of the treatment. However, it is not 
only physical rest, but mental rest that is 
mportant. 

The treatment may be discussed under the 
eadings of (1) diet, (2) antacids, (3) anti- 
pasmodics, gastric secretory depressants 
ind (4) central nervous system sedatives. 
n either hospital, or ambulatory cases, milk 
ind cream mixtures in three or four ounce 
mounts are given hourly from 7 a.m. to 
) p.m. at first, and as symptoms improve, 
ire often given every two hours in six 
yunce amounts. Many patients have less 
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gastric disturbance on a two hour feeding. 
In the milder case three bland meals daily 
are also given at the outset, and in the more 
severe cases the meals are started a few days 
later. Milk is the foundation of the ulcer 
diet and is a good neutralizer of free HCI— 
the proteins lactalbumen and lactoglobulin 
being responsible for its buffering action. 
One can add dried milk powder to liquid 
milk in the proportion of two and one-half 
tablespoonsful to eight ounces liquid milk 
increasing the protein content a great deal 
and consequently improving its neutralizing 
capacity. Dried milk has 25 percent protein 
and dried skimmed milk 35 percent protein. 
The protein hydrolysates which have been 
publicized a great deal the past two years, 
are said to be effective because of their high 
content of predigested protein, thus making 
them good buffers for gastric acidity, and 
in correcting protein deficiency, make for 
more rapid healing of the ulcer. However, 
their very disagreeable taste and odor so far 
has made it difficult to get patients to take 
them. As the patient improves, additions to 
the diet are gradually made after the first 
week so that by the third week ground or 
scraped beef may be added to the bland diet. 
Then add lamb, fresh fish, chicken and beef 
as time goes on. The interval feedings of 
milk and cream between meals and at bed- 
time are continued and preferably for life. 
Vitamin concentrates, especially vitamin B 
complex and C, should always be added to 
the diet. 

The Use of Antacids. Since the Sippy 
antacid treatment came into popularity over 
30 years ago, antacids of one kind or another 
have been used in the treatment of ulcer. 
Complete neutralization of acid is no longer 
attempted and is inadvisable because of the 
danger of alkalosis, but an attempt can be 
made to keep the free HCl at or less than 
15 units (Topfers method). 


Some gastric fluid can be aspirated now 
and then to determine the acid concentra- 
tion. The older soluble antacids, such as 
calcium carbonate, sodium bicarbonate and 
magnesium oxide are still popular though 
given in considerably smaller dosage than in 
the original Sippy powders. For instance, 
powder or tablet No. 1 would contain calcium 
carbonate Gr. seven and one-half and sodium 
bicarbonate Gr. five; and powder or tablet 
No. 2 would contain calcium carbonate Gr. 
seven and one-half and calcined magnesia 
six Gr. These may be alternated, using them 
either every four or every two hours at the 
start of treatment. 
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At present, an insoluble gastric antacid, 
aluminum hydroxide gel in combination with 
magnesium trisilicate in dosage of two tea- 
spoonfuls about six times daily in the be- 
ginning is the most popular. In some cases 
it may be advantageous to alternate this 
with a soluble antacid power of calcium car- 
bonate sodium bicarbonte and magnesium 
oxide. A combination of tribasic calcium, 
phosphate gr. 20 and tribasic- magnesium 
phosphate gr. 15 is preferred as an antacid 
by some physicians. In a few intractable 
cases in whom night pain in difficult to con- 
trol, the use of a “continuous drip” through 
a nasal tube passed into the stomach has 
been advocated. Either aluminum hydroxide 
gel diluted 250 cc. to 1000 cc. of water, or 
milk to which some sodium bicarbonate has 
been added may be used. This method is 
effective but mechanical difficulties are a 
disadvantage and the patient may be intol- 
erant of the nasal tube; or therapeutic as- 
pirations may be done at night. 

Antispasmodics. One of the most useful 
preparations in the treatment of an active 
ulcer is the antispasmodic. Extract of bella- 
donna in doses of one-eight to one-fourth gr., 
or atropine 1/200 to 1/150 gr. before meals 
relieves pylorospasm and assists in reducing 
hypersecretion. Atropine gr. 1/100 at night 
helps to control night pain, night secretion 
and vomiting. There are many substitutes 
such as povatrine, novatropine, syntropan 
and trasentrin, which are also effective and 
lack some of the undesirable side effects of 
belladonna and atropine. 

Sedatives, also have a very definite value 
in the treatment of active ulcer in that they 
relax the nervous tension. The barbiturates 
phenobarbital or nembutal often in combina- 
tion with antispasmodics are usually used. 
The dosage and frequency will be individual- 
ized for each patient. 

MANAGEMENT OF COMPLICATIONS 

1. Massive Hemorrhage 

This complication for which so many vary- 
ing mortality rates are given in various 
hospitals should nearly always be treated 
medically with hospitalization, the use of 
opiates, and sedatives hypodermically, and 
early blood transfusions. If the blood N.P.N. 
is high, give more transfusions. Intravenous 
glucose and saline in 500 to 1000 cc. amounts 
may be given intravenously. Milk feedings 
in small amounts every two hours are usual- 
ly started at once after the patient recovers 
from the initial shock, though many prefer 
to wait 24 hours before giving any nourish- 
ment by mouth. At the Presbyterian Hos- 
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pital in Chicago, excellent results with an 
overall mortality of less than two percent for 
all ages are reported by the use of (1) early 
and opious blood transfusions (2) gastric 
lavage with ice water followed by 1% ounce 
of 1-1000 adrenalin diluted in two or three 
ounces of water, (3) continuous milk drip 
with added soda bicarbonate through a Levin 
nasal tube to keep the forming clot from 
being digested by gastric acid. The massive 
hemorrhage cases are not operated. Surgical! 
mortality in hemorrhage cases is about five 
percent even in expert hands. If surgery is 
advisable for repeated hemorrhages, the 
operation should be done in between hemor- 
rhages. I have not used the Meulengracht 
method of treating massive hemorrhage. In 
this method the hemorrhage patient is im- 
mediately started on rather full feedings of 
bland diet containing meat, about as one 
would give to an uncomplicated ulcer. Ex- 
cellent results with a mortality of 1.5 per- 
cent have been claimed for this method. 

2. Obstruction 

Medical treatment using a Wangensteen 
suction intravenous fluids and vitamins, etc. 
should be given a trial of a week to deter- 
mine whether inflammation and edema is 
the cause of obstruction, or whether it is due 
to stenosis of scar tissue. If the obstruction 
is not relieved in a week, surgery is indi- 
cated and this makes up about 15 percent 
of the pyloric obstruction cases due to ulcer. 
The other 85 percent can be treated medical- 
ly. When a retention of around 800 cc. or 
more is obtained, surgery will be indicated. 
Obstruction is the most frequent indication 
for surgical treatment in peptic ulcer. Either 
a posterior gastroenterostomy or a subtotal 
resection should be performed. Prior to 
operation the patient needs preparation with 
intravenous glucose and saline and amino 
acids, or blood transfusions, and large 
amounts of parenteral vitamins are given. 

3. Perforation. When acute this serious 
complication requires immediate or emer- 
gency surgery to save life. When perfora- 
tions are subacute or chronic there may be 
little or no spillage of intestinal contents. 
Most of these subacute, or chronic perfora- 
tions occur on the posterior wall of the duo- 
denum and the lesser curvature and poster- 
ior wall of the stomach extending into the 
pancreas and liver. Whether conservative 
treatment or whether operation should be 
attempted will depend on the physical signs 
of rigidity, muscle spasm, etc. Surgery may 
be required later in many of these cases. 

4. Intractability. Those cases of ulcer 
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which fail to respond to intensive medical 
treatment, or which constantly recur in spite 
of good therapy, may require surgical inter- 
vention. However, we should be sure that the 
case is really intractable before talking about 
surgery. At the present time the operation 
of vagus nerve resection or vagotomy is 
thought by some surgeons to be the best 
answer to the problem of chronic intractable 
ulcer. Immediate, complete and apparently 
permanent relief from pain is experienc- 
ed. Dragstadt, who has been doing vago- 
tomies for four years, and has had an ex- 
tensive experience, claims that the excessive 
nocturnal secretion of gastric juice is neuro- 
renic and is abolished by vagotomy and this 
s the reason for doing the nerve section. The 
output of HCl is reduced by vagus nerve 
section but the section must be complete— 
that is, all the fibers must be cut to get a 
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good result. Apparently it is easy to miss 
some fibers and then failure of the operation 
results. This operation is also considered 
useful in the gastrojejunial ulcers that occur 
after gastroenterostomy, or gastric resec- 
tion, and are so hard to control with medical 
management. Walters thinks that vagus 
nerve resection after gastric resection is its 
greatest field of usefulness. One of the major 
complications of vagotomy has been dilation 
and delayed emptying of the stomach if a 
gastroenterostomy or gastric resection has 
not been done prior to the vagotomy. 

5. Malignancy is a complicating factor 
in around 10 percent of gastric ulcers, and 
surgery is indicated when the therapeutic 
test or the x-ray, chemical or gastroscopic 
findings suggest that the ulcer is undergoing 
malignant changes. The operation of vago- 
tomy is contraindicated in this situation. 
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DR. HALPERT: The patient whose story we 
are considering today presented the problem 
of marked cardiac failure of undetermined 
etiology. Despite vigorous symptomatic ther- 
apy he died shortly after his admission to 
the hospital. We have Dr. Cushing to present 
and analyze the clinical data. 

PROTOCOL 

Patient: J. H. P., 57 year old white male, 
admitted November 20, 1947; died November 
20, 1947. 

Chief Complaint: Shortness of breath on 
exertion, chronic cough and swelling of the 
feet and ankles. 

Present Illness: The patient was first ad- 
mitted to the University Hospitals on Au- 
gust 19, 1947, with complaints of short- 
ness of breath on exertion, chronic cough, 
episodes of nocturnal dyspnea and diffuse 
soreness of the chest for one and one-half 
years. These symptoms gradually became 
worse. He had been unable to work since 
December, 1946. During the four months 
prior to admission the symptoms had been 


particularly severe. For three weeks there 
had been swelling of the feet and ankles; 
blood pressure at this time was 106/80. The 
diagnosis was established of arteriosclerotic 
heart disease with cardiac decompensation, 
cardiac enlargement, pleural effusion and 
old myocardial infarction. During his hos- 
pital stay he was digitalized and given am- 
monium chloride and salyrgan. Two thou- 
sand cc. of straw colored fluid was removed 
from the right pleural cavity. Convalescence 
was satisfactory and he was discharged Sep- 
tember 6, 1947. In the Outpatient Depart- 
ment he was placed on puridigin, 1/10 mgm. 
twice a day, ammonium chloride, 60 gr. 
daily, and a cardiac diet; he received injec- 
tions of crude liver and salyrgan. His blood 
pressure was 95/65 on October 23, 1947, 
and 90/65 on October 30, 1947. On Novem- 
ber 13, 1947, 2500 cc. of amber fluid was 
removed from the right pleural cavity. He 
was readmitted on November 20, 1947, se- 
verely dyspneic and in marked congestive 
heart failure. 





238 JOURNAL OF THE OKLAHOMA StaTE MEDICAL ASSOCIATION 


Past History: Chickenpox at three, ma- 
laria at 10, measles at 16 and typhoid fever 
at the age of 19 years. For 15 years he had 
had occasional epistaxis, otherwise the past 
history was non-contributory. 


Family History: Father died at 77 years 
of “old age,” mother at 45 of a “stroke.” 
One aunt died with diabetes mellitus, and 
another with pulmonary tuberculosis. The 
patient’s wife died in a mental institution in 
Vinita, of syphilis. 


Physical Examination: The patient was 
middle aged, well developed and well nour- 
ished. He appeared acutely ill and orthopneic 
with pale, cyanotic, cold, moist skin. Tem- 
perature was 100°F; pulse rate 98; respira- 
tory rate 40; blood pressure 110/100. There 
were marked flatness to percussion and ab- 
sence of breath sounds over the lower half 
of the right chest and dullness with moist 
rales over the lower third of the left chest. 
Vocal fremitus was decreased on the right. 
The heart was enlarged with the apex in 
the anterior axillary line -at the sixth inter- 
costal space. The rate was regular, 128 per 
minute. A loud systolic murmur was heard 
over the entire precordium. The abdomen 
was moderately distended. The liver was 


enlarged—the lower margin at the umbilicus. 
Marked pitting edema was present over the 
lower extremities. 


Laboratory Data: On August 20, 1947, the 
urine was amber, clear, with a pH of six and 
specific gravity of 1.038. It contained a slight 
amount of protein, 0-2 red blood cells, 0-2 
white blood cells and a few coarsely granular 
casts per high power field. The blood con- 
tained 14.5 Gm. percent Hb, the red blood 
cell count was 4,850,000; the white blood 
cell count was 9,700 with neutrophiles 67, 
lymphocytes 25, monocytes 8 percent. The 
Mazzini test of the blood was negative. On 
October 26, 1947, blood NPN was 41.9 mgm. 
percent. Electrocardiographic diagnosis 
was: Old anteroseptal infarct; low grade 
left ventricular hypertrophy ; digitalis effect ; 
horizontal position of the heart. Roentgen- 
ologic examination of the chest disclosed that 
the transverse diameter of the cardiac shad- 
ow, which appeared enlarged, could not be 
measured because of the density of the right 
lung base. There was a homogenecus veiling 
of the lower third of the right lung field 
with increase in size of both hilar shadows 
and of the peribronchial markings at the 
left base. The diagnosis was “enlarged heart 
with pulmonary congestion and pleural ef- 
fusion, right.”” Repeated roentgenograms of 
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the chest at intervals continued to show 
fluid in the right pleural cavity. No labora- 
tory work was recorded at the time of this 
admission. 


Clinical Course: Morphine sulphate, nasa! 
oxygen, digitoxin, ammonium chloride, and 
cardiac diet were given. Thoracentesis was 
performed, with removal of 2050 cc. of 
clear, straw colored fluid from the right 
pleural cavity. At 2:00 p. m. the patient went 
into what appeared to be marked shock; the 
blood pressure was unobtainable, pulse ir- 
regular and skin clammy. Thoracentesis 
was again performed and 250 cc. pneumc- 
thorax given without change in the patient's 
condition. Supportive therapy was of n> 
avail and he died at 9:50 p. m., on the day o/ 
admission. 


CLINICAL DIAGNOSIS 


DR. CUSHING: At first glance the clinic: ! 
data presented to me seemed to fall into 
rather obvious pattern, and it appeared th: 
there was little of a diagnostic problem i 
this case. More careful study disclosed man 
factors which could not be correlated wit 
my first impression however, and this cas: 
has resolved itself into what, for me, is « 
difficult diagnostic problem. The _ initia 
symptoms and chief complaints of this pa- 
tient are immediate evidence that two sys- 
tems of the body are involved, the cardio 
vascular and the respiratory systems. Are 
these the result of two independent diseases 
or is there a cause-effect relationship, and if 
so which is cause and which effect? The 
presence of nocturnal dyspnea is in itself 
good evidence that the cardiovascular sys- 
tem is the primary source of trouble and 
that involvement of the lungs is probabl) 
secondary. 


Given a case of heart failure in which 
signs and symptoms are largely referable to 
the lungs, we assume that this represents 
“left heart failure.” If the condition con- 
tinues, we anticipate a gradually increasing 
pulmonary venous pressure and a progres- 
sive increase in demands upon the “righ! 
heart” until finally failure there is reflected 
by an increase in systemic venous pressure 
chronic passive congestion of abdominal vis 
cera and edema of the lower extremities 
This is essentially the story presented b) 
our patient today so that it focuses our at 
tention upon some lesion involving the “lef 
heart.” As we read further in the presen’ 
illness, we find that a diagnosis had beer 
made of arteriosclerotic heart disease, anc 
that there was electrocardiographic evidenc: 
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of an old myocardial infarct. During the 
patient’s first hospital course, 2,000 cc. of 
straw colored fluid was removed from the 
right pleural cavity. This is quite compatible 
with cardiac failure and it is interesting 
that in the acute hydrothorax of heart fail- 
ure, the right side is usually more effected 
than the left. According to our history, the 
vatient made a satisfactory convalescence 
nd was discharged approximately three 
veeks after admission. This is quite a good 
esponse and indicates at least a moderate 
ardiac reserve. 

The family history is quite tantalizing 
vith the information presented, and yet 
nuch that we need to know is not included. 
*articularly we should like to know the ex- 
ent of contact with the tuberculous aunt 
nd, in view of his wife’s syphilis, whether 
he patient ever had syphilis, the extent of 
reatment, etc. 

Most of the physical findings could have 
een anticipated on the basis of previous 
istory. The marked flatness to percussion, 
ind absence ‘of breath sounds over the lower 
ialf of the right chest with changes over the 
eft chest are probably the result of hydro- 
horax. Abdominal enlargement, enlarge- 
ment of the liver and marked pitting edema 
f the extremities, are all further evidence 
f right heart failure. The statement that a 
oud systolic murmur was heard over the 
tire precordium is undoubtedly a clue to 
the etiology of this heart failure, but it is 
ot of great help because any systolic mur- 
mur which is loud enough to be heard over 
the entire precordium could originate from 

any of the valve areas. 

Urinalysis reveals occasional red blood 
cells, white blood cells and casts. Such a 
picture is compatible with chronic glomeru- 
lonephritis, but these findings are equally 
compatible with chronic passive congestion 
of the kidneys. In consideration of the history 
it seems quite reasonable to charge this also 
against cardiac failure. The electrocardio- 
graphic diagnosis of an old anterior septal 
infarct confirms our previous evidence of an 
old infarct. 

Roentgenologic examination yields about 
what we would expect. The fluid that was 
known to have been in the chest is visualized 
and the heart appears to be enlarged, al- 
though it cannot be accurately measured 
because fluid obscures the transverse meas- 
urement. The patient’s clinical course on his 
last admission was quite short. Following 
thoracentesis the patient went into what ap- 
peared to be marked shock. Thoracentesis 
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was again performed and 250 cc. of air was 
instilled. Presumably this was done in order 
to compensate for the sudden mediastinal 
shift that might follow the aspiration of over 
two litres of fluid. 


We have then the case of a 57 year old 
white male with gradually increasing cardi- 
ac decompensation—first, left heart failure, 
followed by right heart failure. The course 
progressed rather rapidly once cardiac mani- 
festations were evident. Pertinent physical 
findings included cardiac hypertrophy and 
dilatation with a low systolic blood pres- 
sure. Now, what is the basis for this en- 
largement of the heart and ultimate failure? 
Almost certainly it is an effect of increased 
work. We must consider then certain valvu- 
lar deformities as well as hypertension. In 
view of the recorded normal blood pressure 
is hypertensive disease a possibility? Such 
a thing is possible if one considers that the 
patient might have had hypertension over a 
period of years, gone into cardiac failure 
and as a result of decompensation, developed 
a decrease in blood pressure which obscured 
the former state. If this had been the case 
we would have expected the blood pressure 
to return to its original hypertensive level 
following the “satisfactory convalescence” 
described during the first period of hospitali- 
zation. Since this did not occur, hypertension 
seems to be excluded. An obstructive valvu- 
lar lesion such as aortic valvular stenosis 
would explain the cardiac hypertrophy as- 
sociated with decompensation and also the 
low systolic blood pressure which was an 
outstanding characteristic of this patient’s 
illness. It would also be compatible with the 
rather vague, diffuse chest pain which the 
patient described. Furthermore, if this were 
a condition of aortic valvular stenosis, the 
lesion might very well involve the sinuses 
of Valsalva and produce direct narrowing 
of the coronary orifices. Thus, the old infarct 
that has been described might possibly be 
related to an aortic valvular lesion. On the 
other hand, changes in coronary arteries 
might represent an entirely independent 
process. It is well known that patients with 
aortic valvular disease do not fare as well 
as patients with other types of valvular le- 
sions. The first time they decompensate and 
are treated, they may respond very well, 
but usually their improvement is only tem- 
porary. When they decompensate a second 
or third time they are quite resistant to 
therapy and their prognosis is very poor. 
Furthermore, patients with aortic valvular 
disease, especially aortic stenosis, are liable 
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to sudden, unexpected death. 

What is the nature of this lesion that we 
have been hypothecating? It seems unlikely 
that it is an effect of rheumatic fever since 
we have no evidence of mitral valvular in- 
volvement in the physical findings that this 
man has presented. With valvular involve- 
ment in rheumatic fever, almost always the 
mitral valve is damaged more than any other 
and although aortic valvular damage fre- 
quently occurs, it is usually of lesser im- 
portance. Luetic aortitis with aortic regur- 
gitation can be eliminated on the basis of a 
relatively small pulse pressure, absence of 
a diastolic murmur, and a complete lack of 
positive evidence for aortic regurgitation. I 
believe that this man suffered from arterio- 
sclerotic heart disease, and aortic stenosis, 
both contributing to cardiac failure. If I 
were to elaborate an anatomic diagnosis 
simply on the basis of the clinical data which 
we have discussed this morning, I would do 
it in this manner: (1) Calcific aortic valvu- 
litis; (2) Old myocardial infarct, and there 
might be a recent small myocardial infarct; 
(3) Moderate cardiac hypertrophy; (4) 
Pleural effusion, right, with pulmonary 
edema, bilateral; (5) Chronic passive con- 
gestion of the liver; (6) Ascites; (7) Ar- 


teriosclerotic kidney, i.e., senile arterioscle- 
rosis; (8) Terminal bronchopneumonia; (9) 
Prostatic hyperplasia, simply on the basis 
of probability considering the patient’s age. 


CLINICAL DISCUSSION 
DR. HOPPS: Dr. Cushing, you have pointed 
out that there is no clinical basis upon which 
to assume aortic insufficiency and you have 
given many excellent reasons to suppose that 
this man had aortic stenosis. You conclude 
that this man suffered from calcific aortic 
valvulitis. Do you know of any other condi- 
tion which might affect the aortic valve to 
give stenosis without a considerable degree 
of accompanying insufficiency? 
DR. CUSHING: No, I can think of no other 
disease. 
ANATOMIC DIAGNOSIS 
DR. HALPERT: At necropsy external ap- 
pearances were much as has been recounted 
in the history. The man was in fairly good 
nutritional status. There was edema of the 
feet, ankles and lower legs, but the abdomin- 
al cavity contained no excess fluid. The liver 
extended eight and one-half cm. below the 
midclavicular line on the right. The right 
pleural cavity contained a small amount of 
air and approximately 1850 ml. of straw 
colored fluid. There was 125 ml. of com- 
parable fluid on the left side. The pericardial 
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cavity was essentially normal and contained 
no excess fluid. The most significant findings 
are related to the lungs and to the heart. 
The heart weighed 650 gm., almost twice 
the normal weight. The apex was biunted 
and made up mostly of the left ventricle. In 
addition to hypertrophy there was consider- 
able dilatation. The valves were not remark- 
able except for the aortic valve. The aortic 
orifice was markedly reduced in size because 
of thickening and stiffening of the valve 
cusps so that they were almost rigid. This 
was an effect of large calcific deposits in 
the body and base of the cusps. The ad- 
jacent portion of the mitral valve was some- 
what involved also, particularly its base, al- 
though this was probably not of much clini- 
cal significance. The aortic orifice was actual- 
ly fixed in the form of a slit approximately 
two cm. long and from 0.4 to 0.6 cm. wide. 
As a consequence of this the wall of the left 
ventricle was thickened to 2.6 cm.—over 
twice the normal, and this in spite of moder- 
ate dilatation. Coronary orifices were patent 
and were not affected by this calcific pro- 
cess. The lungs were approximately twice 
the normal weight. This was largely the re- 
sult of congestion, some edema, and a slight 
amount of pneumonia. 

The spleen exhibited chronic passive con- 
gestion and was enlarged about two times. 
The liver, despite the fact that it extended 
below the costal margin, displaced there be- 
cause of hydrothorax, was not increased in 
weight. There was evidence of slight to 
moderate chronic passive congestion, how- 
ever. The kidneys were of essentially normal 
weight, but there were irregular pits and 
small depressions on the surface correspond- 
ing to arteriosclerotic renal arteries evident 
upon section. Our anatomic diagnosis in this 
case reads almost as that of Dr. Cushing 
and it is as follows: 

Calcific aortic valvulitis with stenosis 

Cardiac hypertrophy with dilatation 

Chronic passive congestion of viscera with 

hydrothorax and edema of lower ex- 
tremities 

Bronchopneumonia, bilateral 

Nephrosclerosis, arteriosclerotic 


The etiology of calcific aortic valvulitis is 
not clear. We know of some causes of aortic 
stenosis and one of these is congenital. This 
is not a factor here. A second type of aortic 
stenosis can occur in conjunction with rheu- 
matic fever. Almost always the mitral valve 
is primarily involved as Dr. Cushing has 
mentioned. In this case we find no evidence 
which would point directly to rheumatic 
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fever. The third type of aortic stenosis used 
to be called idiopathic and it is the type that 
we are dealing with here. It has been 
thought that perhaps this disease is related 
to arteriosclerosis. Recently, Karsner and 
Koletsky have written extensively about this 
condition and have concluded that the eti- 
ology is rheumatic fever. 


DISCUSSION 
DR. HOPPS: In relation to my previous 
question I would like to emphasize that cal- 
cific aortic valvulitis is the only acquired (or 
congenital) lesion which will produce valvu- 
lar stenosis without accompanying valvular 
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insufficiency. With this in mind, it becomes 
much easier to make such a diagnosis. I am 
sure that many of you wonder about the 
value of x-ray studies in this condition. Rare- 
ly are the calcific masses recorded on a rou- 
tine chest film. The density of surrounding 
tissue, often including congested and ede- 
matous lung, obscures the relatively small 
calcified bodies. If the lesion is suspected 
however, careful search with the fluoroscope 
is often rewarded by the characteristic 
“dancing shadow” as the calcified aortic 
valve changes its position with each heart 
beat. 


MEET OUR CONTRIBUTORS 


Donaid W. Branham, M.D., Oklahoma City, is the 
uthor of ‘‘Urology in General Practice’’ appearing in 
this issue. Dr. Branham was graduated from the Uni- 
ersity of Oklahoma School of Medicine in 1925. 

Specializing in urology, he is amember of the Ameri- 
an Urological Association and the Southwestern Branch 
if the A.U.S. He has been certified by the American 


Board of Urology. 


Paul Lingenfelter, M.D., Clinton, has a paper on 
‘*Streptomycin’’ in this Journal. Graduating from the 
University of Oklahoma School of Medicine in 1933, his 
specialty is surgery with emphasis on thoracic broncho- 
scopy. He is a member of the American College of Chest 
Physicians. 


E. Goldfain, M.D., Oklahoma City, wrote ‘‘ Diagnostic 


Pointers in Rheumatic Diseases.’’ one of the scientific 
articles in the June Journal. Dr. Goldfain graduated 
from the University of Colorado School of Medicine in 
1921. He specializes in internal medicine and limits his 
practice to his specialty. He is a member of the Ameri 
can Rheumatism Association. 


Harry A. Daniels, M.D., F.A.C.P., Oklahoma City, 
has a paper on ‘‘ Peptic Uleer’’ appearing in this issue. 
Dr. Daniels was graduated from the University of Min 
nesota School of Medicine in 1921 and limits his prac 
tice to internal medicine and diagnosis with special 
attention to gastro intestinal and cardiac diseases. 

He is a member of the American College of Phy 
sicians and the Oklahoma Internists Association and is 
assistant professor of clinical medicine at the University 
of Oklahoma School of Medicine. 





CLEANLINESS SHOULD RATE WITH 
THREE R’S. SAYS HYGEIA EDITOR 


‘*Children should get the same credit for knowledge 
of health, hygiene, cleanliness and good health habits 
as they get for reading, writing and arithmetic,’’ Morris 
Fishbein, M.D., Chicago, says in an editorial in the 
current issue of Hygeia, the health magazine of the 
American Medical Association. 


Outlining a program for a cleaner America, Dr. 
Fishbein points to the control established over leprosy 
as one indication of the manner in which cleanliness 
alone can control an infectious disease. 


‘‘We must train children from the earliest period 
of awareness to proper habits with relation to cleanli- 
ness,’’ he observes. ‘‘Cleanliness and personal hygiene 
should be integrated in the curriculum of the schools. 


A program for a clean America means ‘‘the appli- 
cation of plenty of soap and water—the greatest of all 
the cleansers—to our surroundings and to ourselves,’’ 
he states. ‘‘The human body is to a great extent a 
self-regulating mechanism. The skin has great powers 
for disinfecting itself, and it has been proved that the 
physical removal of foreign material, including germs, 
from the skin is important in order to permit the self- 


disinfecting power of the skin to function. Germs are 
highly susceptible to the action of soap. 

‘*More than 20 years have passed since workers at 
the University of Nebraska conducted some experi 
ments on the cleaning of clothing. A clean body 
requires clean clothes. They counted carefully the 
number of germs on underclothing and other clothing 
near to the human body. From an average count of 
400,000 germs per square inch after one use, ,the 
number of germs on a square inch of an undershirt 
increased to 10,000,000 after the shirt was worn six 
times. When the shirt was put through a modern 
laundry process, including hot water and soap, the 
germ count was reduced to 1,000 or less in that area. 

‘*Modern experts have much to say about the psycho 
logic effects of cleanliness. There is a feeling of well 
being that follows a good bath. Everyone knows the 
lift that comes after a bath followed by the putting on 
of clean clothing. Indeed, the psychiartrists who are con- 
cerned with disordered mental states judge to some 
extent the character of the disturbance in the patient 
who insists not only on soiling himself but on wearing 
soiled clothing. 
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In the past few years medicine in the United States has taken 
a new aspect for the practicing physician. Before the war, the 
Doctor had only two principles as far as his work was concerned. 
The first was that of prolonging life and alleviating the pain of 
his patients by rendering care to the best of his ability and knowl- 
edge. Secondly, he tried to better his techniques and increase his 
medical and scientific knowledge in order to render better care. 
The medical profession has served humanity well by following 
these principles. That is evidenced by the prolonged life expectancy, 
new drugs, techniques, and the place which physicians of the 
United States now occupy in relationship to those of other countries 
of the world. 


But we physicians of the U.S.A. just like physicians of many 
other countries, have failed and fallen down on a very important 
part of our practice. We are now trying to do in a couple of years 
that which we should have been doing in many past years—that of 
taking an active part in solving the political problems confronting 
us. Whether it be neglect, indifference, or ignorance, makes no 
difference now, for we must all exert ourselves in the fight for free 
enterprise and the preservation of individuality in the practice of 
medicine. We all know that if the doctors become employees of the 
State, incentive will be destroyed. 


Today the public has been propagandized and made conscious 
of federal medicine, socialized medicine, state medicine or whatever 
NAME you wish to give it. It is up to the physician as a central 
and respected figure of his community to inform the people of its 
serious possibilities, and to check legislation which will terminate 
the present form of medical practice. 


President. 
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AAS THE DIVER DEPENDS ON HIS AIR LINE. . . 


So does\the physician feel secure in the use of each 


\ / 
ethical’ reparation bebrin this trusted name... 
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GENERAL NEWS 














THIS IS A.M.A. MONTH! 


More than 50,000 square feet of space on Navy 
Pier have been sold for the technical exhibits at 
the A.M.A. session in Chicago June 21-25. It is 
expected that the attendance at the meeting will 
exceed 30,000. 

Oklahoma and Kansas physicians are again 
having the opportunity to attend the A.M.A. via 
a special train sponsored by the two state medical 
associations. 

The Rainbow Travel Service of Oklahoma City 
has also arranged a special post-convention tour 
te Canada for medical association members and 
their families. Included in the cost of the trip 
are round-trip first class rail tickets and Pullman 
accommodations, all meals from Chicago back 
to Chicago on post-convention tour, complete 
sight-seeing as specified in itinerary, transfers of 
person and luggage at all points and tipping for 
all luggage handling. 











“TELL ME, DOCTOR” NOW CARRIED 
ON FOUR OKLAHOMA STATIONS 


Four Oklahoma stations are now carrying the ‘‘ Tell 
Me, Doctor’’ series of radio broadcasts with several 
more expected to present their initial program by pub- 
lication date of this Journal. 

The Radio Sub-Committee of the Oklahoma State 
Medical Association has recommended that as many 
stations carry the program as the budget will allow 
without having a geographic ‘‘overlap’’ in reception. 
Radio time is purchased by sponsors approved by local 
county medical societies. To date the sponsors are local 
drug firms. Radio stations have cooperated fully in 
obtaining popular listening times for the programs. The 
State Office is prepared to furnish copies on written 
request of any programs presented. Particular medical 
problems about which inquiries are received are referred 
to the Radio Sub-Committee panel of physicians who in 
turn refer the questions to other specialists unless the 
question involves a specialty of a physician serving on 
the committee. 

Programs presented so far have titles varying from 
‘*Atomie Energy and Medicine’’ to ‘‘Children’s Feet 
and Shoes.’’ Recordings, which are $2.00 each, are 
furnished the Oklahoma State Medical Association by 
the Michigan State Medical Association. This sum rep- 
resents a cost figure. Recordings are three minutes long, 
making a five minute broadcast with the commercial. 
Each recording has six programs. 


, 





Stations carrying the broadcast are: 

KOCY, Oklahoma City—immediately following 
the 10 p.m. news Monday through Saturday. 

KSPI, Stillwater—8:55 a.m. Monday through 
Friday immediately preceding news broadcast. 

KTUL, Tulsa—5:15 p.m. Monday through Fri- 
day, follows news broadcast. 

KADA, Ada—4:00 p.m. 











Other stations tentatively scheduled to carry the 
broadcast are those at- Durant, Enid, Bartlesville and 
Pauls Valley. 


A.M.A. COUNCIL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


Representing the Oklahoma State Medical Association 
at the Council on National Emergency Medical Service 
of the A.M.A. at a special meeting at A.M.A. head 
quarters in Chicago April 5 and 6 were C. R. Rountree, 
M.D., and Dick Graham. 

Convening for the purpose of discussing with repre 
sentatives of the military forces and other governmen‘al 
agencies the part the medical profession would play in 
time of national disaster, the conference explained the 
need for the establishing at the state level, state com- 
mittees to deal with emergency health problems beth 
from a military, as well as catastrophic viewpoint 
Training of additional technical personnel and the ty pe 
of medical care and evacuation programs necessary to 
be considered in the view of the new developments of 
modern warfare, such as the atomic bomb and bacterio 
logical warfare, were also discussed. Government repre 
sentatives present included officials from the army, navy, 
air forces, U. 8. public health, selective service, Red 
Cross and others. 

Richard J. Meiling, M.D., secretary of the council, 
pointed out the need for the individual states to consider 
the appropriation of money through their legislatures to 
be certain that adequate plans are made. The conference 
also discussed the utilization of the medical profession 
should universal military training or a resumption of 
the selective service act be instituted by Congress. 

Dr. Rountree reported to the council the progress that 
has been made in Oklahoma in this field as Governor 
Roy J. Turner has designated Commissioner Paul Reid 
of the department of public safety to act as coordinating 
officer. Following the Chicago session, a report was mace 
to Commissioner Reid and present plans call for a more 
extensive recommendation to the state planning « 
mission for the rendering of medical care. 


NATIONAL HEALTH ASSEMBLY 
MEETS IN WASHINGTON, D. C. 


The controversial National Health Assembly called 
May 1-5 in Washington, D. C., by Mr. Oscar R. Ewing, 
chairman of the Social Security Board, attracted ap 
proximately 800 persons, the majority of which were 
not doctors of medicine. 

The conference was called by Mr. Ewing at the request 
of President Truman and was designed to map out 10 
year health goals for the nation. Due to the fact that 
such a meeting was bound to produce suggestions from 
various organizations that might be in conflict with 
others, Mr. Ewing announced at the beginning of the 
assembly, that the conference would not adopt resolu 
tions and that its entire work would be of an advisory 
nature to him. 

Of approximately 800 registrants, about one fourth 
were physicians, the others were members of labor 
unions, farm groups, public health, ete. 

The conference was divided into 14 sections with the 
largest attendance reported at the one on medical care. 
This was presided over by Dr. Hugh R. Leavell, public 
health department, Harvard University. President Tru 
man addressed the conference Monday evening, May 

Representing the Oklahoma State Medical Association 
were James Stevenson, M.D., Tulsa, and Dick Graham. 
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... pressure of the oravid 
uterus mMeChanlCally 


**5 


interteres. 


pregnancy 


“Constipation is the rule. The pressure of the gravid 

uterus mechanically interferes with the function of the small 
intestine and colon per se and also renders the act of 
defecation less efficient by its effect on the 

diaphragm, abdominal muscles and levator ani.” 


— Bockus, H. L.: Gastro-Enterology, 
Philadelphia, W. B. Saunders 
Company, 1946, vol. 3, p. 999. 


“Smoothage” for Management of Constipation in 
Pregnancy 

Management of bowel evacuation without the use of 

irritant laxatives is accomplished with the gentle, nonirritating 
action of Metamucil—“‘smoothage.” 

By providing soft, plastic, water-retaining bulk, 

Metamucil promotes normal, easy peristaltic movement— 
the desired action in pregnancy. 

Metamucil is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined with 
dextrose (50%) as a dispersing agent. 


METAMUCIL 


IS THE REGISTERED TRADEMARK OF G. 0. SEARLE & CO., CHICAGO 80, ILLINOIS 


a EARLE researcn IN THE SERVICE OF MEDICINE 
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ANNOUNCEMENTS 


PROGRESS RECORDED IN BULLETIN 


The first issue of the Membership News Bulletin of 
the Oklahoma Medical Research Foundation was mailed 
in April. With a membership April 16 of 5,500, the 
officials of the Foundation decided the time had arrived 
for a news bulletin to keep the members informed of 
the progress of the campaign. It is designed to bring 
notes of news about the progress of the campaign. 

At the time of release of the first Bulletin, the fol- 
lowing counties had reached their goals or exceeded their 
Oklahoma, Blaine, Ellis, Kiowa, and Kay. 


OPHTHALMOLOGISTS 
ELECT PRESIDENT 


Conrad Berens, M.D., New York, was elected president 
of the Pan American Association of Ophthalmology at 
the third Pan American Congress of Ophthalmology held 
in Havana, Cuba. The next Congress will be he!d in 
Mexico City in 1952. 


CHICAGO SOCIETY OFFERS COURSES 

Two postgraduate courses will be offered in September 
by the Chicago Medical Society. The first in hematology 
and neurology will be held September 13-18. The second, 
respiratory slated for 











quotas: 








eardiovascular and diseases, is 


September 20-25. Applications are now being received 
by the committee on postgraduate medical education, 


Chicago Medical North Michigan Ave., 
» 


Chicago 2. 


Society, 30 





ASSEMBLY TO MEET 
IN SAN ANTONIO 


The International Post-Graduate Medical 
of Southwest Texas will be held January 25, 26, and 27 
1949. Boen Swinny, M.D., San Antonio, is president and 
John J. Hinchey, also of San Antonio, is secretary. 


Assembly 
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ASSOCIATION 


CLASSIFIED ADS 


FOR SALE: Short wave diathermy, type A.S.W. No. 
1441. A. S. Aloe Co., Ultra-violet ray, Dix Hay fever 
macine, proctology instruments, complete set of instru 
ments of all kinds. Key A, care of the Journal. 





WANTED: Well trained laboratory technician for 
physician’s private office. Hours 9:00 a.m. to 4:30 p.m 
Sundays off and no calls. Salary dependent on qualifica 


tions. Key O, care of the Journal. 





PHYSICIAN WANTED: Excellent location in towr 
approximately 1000 for young physician. City will give 
assistance in establishing practice. Key D, care of the 
Journal. 








GET ACQUAINTED WITH HEALTH 
DEPARTMENT IS ADVISED 

It is with hesitation that some people consider the 
spending of public money to prevent the oceurrence of 
certain diseases. Often these same people are calle 
upon to spend freely out of their own pocket to cure 
themselves or some member of their family who has 
fallen victim to one of these diseases. 

A community jointly supports services which indi 
viduals could not possibly afford on a private basis. 
of these services are water and light, sewers, 
police and fire protection. Protection of the publ 
health through an adequate health department is : 

It is regarded as a part of gi: 





Some 


one of these services. 
civie housekeeping. 

City and county officials, with the support of their 
respective citizens must zealously guard the health pro 
gram. The old proverb ‘‘an prevention i 
worth a pound of cure’’ is literally true in this respect 

Parents should immunize their children early agains 
diptheria, whooping cough, small-pox and typhoid. A 
persons should have an annual physical examinatic 
including a chest x-ray. Early tuberculosis responds t» 
treatment. Get acquainted with your health departmer 
You will profit by it—C. W. Arrendell, M.P., Pon 
City, reprinted from the Health Department News Let 
ter, April, 1948. 
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PERMANENT LIPSTICK —so cosmetical 





In Cheilitis trom LIPSTICK 


intractable exfoliative lip dermatoses may often be traced to eosin 
lipstick dyes. Remove the offending irritants, and the symptoms 
often disappear. In lipstick eens aidan od tan 8 NON- 


known irritants. Send for Free Formulary. 


AR-EX COSMETICS, INC. 


PRESCRIBE 





















desirable, yet free from all 
LIPSTICK 


1036 W. VAN BUREN ST. CHICAGO 7, ILL 











216 S. Market 


FRED R. COZART 


2437 N.W. 36th Terrace 
Oklahoma City, Oklahoma 


Phone 9-756] 





MID-WEST SURGICAL SUPPLY CO., INC. 


Phone 3-3562 
SALES AND SERVICE 


Wichita, Kansas 


N. W. COZART 
302 W. Lockheed 
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Oklahoma City 10, Oklahoma 
Phone 2-2959 





“Soliciting The Medical Profession Exclusively” 
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Makers of medicines prescribed by physicians 
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Picture this on your office 





OR your own sake, as well as your doctor's it is vitally 
important to be a “good patient.” 
Often it is your co-operation with your doctor that 


makes the difference between an early recovery and a late one, 
between a minor illness and a serious one 

Here are some of the ways you can help your doctor, and 
yourself 
1. Hf you feel sick, call your doctor at once. Don't wait for a 
serious illness to develop before you ask his help. The sooner 
he sees you, the more he can do to help you avoid a major 
ulness. 
2. Before you telephone your doctor, make a list of the 
questions you want to ask him. Have a paper and a pencil 
handy when you call, so that you may take down his instruc- 
tions. This way you will save your doctor's time, and 
remember accurately what he tells you 
3. Answer your doctor's questions fully. A previous illness 
may not seem to you to have any bearing on your present 
condition. But to your doctor might furnish a valuable clue. 
Tell him complete facts. Let hum decide what is important 


4. Follow your doctor's instructions exactly. If he prescribes 
medicine, take it according to directions. Remember, a larger 
dose than that prescribed won't cure you faster. And it might 
be harmful. 

5. Never use medicine prescribed for somebody else, or for 
a previous illness of your own. However similar your 
symptoms may appear to you, the nature of your illness may 
be quite different. Only your doctor can accurately diagnose 
your trouble and prescribe proper treatment 


6. If your doctor advises an operation, don’t put it off. With 
modern surgery, modern hospital care, you seldom have rea- 
son to fear an operation 

7. The new medical treatments you read about in the popular 
press aren't likely to be news to your doctor. If your doctor 
has not recommended a new treatment to you, it 1s probably 
because there are stl] some questions about its value, some 
limitations not stressed in popular reports, or some factors in 
your case which would make the treatment undesirable or 
ineffective for you 

8. Don't ask your doctor to advise you about members of 
your family whom he himself has not seen. He cannot risk 
ving an opinion about a pauent of whose condiuon he has 
no firsthand knowledge. 


PARKE, DAVIS & CO. Bipsahetenpegens 
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HAVE YOU HEARD? 


Perry Pratt, M.D., Ponea City, spoke on Family Life 
Education at Home and at School at the Parent-Teachers 
association meeting at Garfield School in Ponca City. 














E. M. Loyd, M.D., has recently moved from Taloga 
to Harlingen, Texas. 





C. E. Williams, M.D., Woodward, has been presented 
the Silver Antelope award for ‘‘outstanding service to 
boyhood.’’ Dr. Williams received the award at a re- 
gional Boy Scout banquet in Fort Worth, Texas. 





J. William Finch, M.D. and Wilson Mahone, M.D., 
Hobart, discussed socialized medicine at a recent meet- 
ing of the Hobart Rotary Club. 





Richard Shriner, M.D., Hobart, spoke to a group in 
Hobart recently when the film ‘‘The Problem Child’’ 
was shown at the high school auditorium. The film was 
sponsored by the Kiowa County Medical Society. 





R. F. Ringrose, M.D., was guest speaker on Medical 
Research before a P.T.A. group in Guthrie. 





C. 8S. Stotts, M.D., Pawhuska, led the discussion when 
the film ‘‘The Problem Child’’ was shown before the 
Osage County Medical Society, the Osage County Nurses 
Association and the Pawhuska Teachers Workshop class 
at a joint meeting there recently. 





W. W. Mall, M.D., Ponea City, received a special in- 
vitation by the residents association of the Wilmer 
Ophthalmological institute of the Johns Hopkins hospital 
and university to attend the seventh clinical meeting 
there. 





More than $3000 was contributed in Heavener as a 
part of the purchase price of a building to be used as 
an emergency hospital by John H. Harvey, M.D. The 
agreement calls for the retention of the building as a 
hospital in the event Dr. Harvey should leave Heavener. 
Plans are to secure the services of another physician for 
the other office. 





F. M. Adams, M.D., Vinita, superintendent of the 
Eastern Oklahoma hospital, attended the 20th annual 
convention of the Mid-West Hospital Association in 
Kansas City in April. 





Safety and Health for Democracy’s Children was 
Louis N. Dakil’s, M.D., topic when he addressed the 
Washington school P.T.A. at McAlester. 





William B. Thompson, M.D., Walters, is now in Tem- 
ple, Texas, where he will spend three years in association 
with a clinic there. Willard McGraw, M.D., will occupy 
his office and take over his practice in Lawton during 
that time. 





Veterans totalling 693 with non-service-connected dis- 
orders in Missouri, Kansas, Arkansas and Oklahoma 
awaited hospitalization in December, 1947, the Veterans 
Administration reports. 
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MEDICAL SOCIETIES 
AROUND THE STATE 











Garfield County 
Management of Injuries to the Hand was the subject 
of the program when the Garfield County Medical Society 
met in April. Participants in the discussion were Ray 
mond G. Jacobs, M.D., Waldo B. Newell, Jr., M.D., and 
W. P. Neilson, M.D. 





Kay-Noble County 
Howard B. Shorbe, M.D., Oklahoma City, spoke 
Orthopedic Emergencies in the Aged at the April meet 
ing of the Kay-Noble County Medical Society at Perr: 
J. R. Stacey, M.D., also of Oklahoma City, addresse:! 
the same group on Rheumatism in the Aged. Both le 
tures were illustrated by slides and x-ray film. 





Tulsa County 
The Tulsa County Medical Society met May 10 wit 
The Intervertebral Dise Problem as the subject of tl 
program. Jess D. Herrmann, M.D., Oklahoma City, w: 
guest speaker. It was the last meeting of the Tuls 
County Society until September 13. 





Creek County 
The discussion was on peptic uleer when the Cree 
County Society met in April at the offices of the Cree 
County health department. Seven physicians from 8: 
pulpa and Bristow were present. 





Oklahoma County 
Public Relations was the program topic when tl 
Oklahoma County Medical Society met March 23. Pr 
sented as a panel discussion, speakers were John } 
Burton, M.D., Paul B. Champlin, M.D., C. E. Northeut 
M.D. and Dick Graham. 


25 YEARS AGO 


(Editorial Notes—Personal and General) 














Dr. Orange W. Starr, Drumright, has been appointed 
city physician. 





Dr. J. A. Marrow, for many years located in Sallisaw, 
has moved to Durant. 





Dr. J. H. Plunkett, Wagoner, is spending a month at 
Tulane Medical School, taking up postgraduate wrok. 





Dr. A. W. Tolleson, Eufaula, underwent a surgica! 
operation in Muskogee in April, and has made a nice 
recovery. 





Dr. C. M. Bloss, Okemah, visited Chicago and New 
York Clinies in April. Dr. Bloss is specializing in x-ray 
technique. 





A group from Oklahoma City will have a building 
devated exclusively for the use of physicians and dent 
ists. The enterprise is headed by Dr. J. 8. Pine, Okla 
homa City. 
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OBITUARIES 

















Kenneth J. Wilson, M.D. 
1891-1948 

Kenneth J. Wilson, M.D., Oklahoma City, died of 
cancer in his home at 1518 N.W. 37th. He was 57 years 
old. He was graduated from the University of Oklahoma 
Medical School in 1916 and had practiced medicine in 
Oklahoma City since that time. 

Dr. Wilson, who is survived by his widow, three 
daughters and two sons, was a member of the Oklahoma 
club and the Methodist church. He was also a member 
of the Doctor’s Dinner club, Oklahoma Obstetrical and 
Gynecological Society, S.M.A., the State and County 
Medical Associations and the Oklahoma City Clinical 
Society. 

Hillard Lindley, M.D. 
1856-1948 

Hi. Lindley, M.D., pioneer Hollis physician, died at 
his home April 28 after having been ill since December, 
1947. He had practiced medicine in Hollis county since 
1901. 

Dr. Lindley is survived by his widow, one daughter, 
six grandchildren, five great grandchildren and two 
great-great grandchildren and one brother. 


E. L. Cohenour, M.D. 
1884-1948 

Elmer Ledley Cohenour, 63, Tulsa, died April 6 after 
an illness of several weeks. The Tulsa urologist had 
been in practice there since 1909. 

Dr. Cohenour was graduated from Northwestern Uni- 
versity Medical School at Chicago in 1907. He was a 
member of the Rotary Club, several Masonic organiza- 
tions, and other civic and medical groups. Survivors in- 
clude the widow, two sons and one daughter. 


Wade Mitchell, M.D. 
1881-1948 
Wade Mitchel], M.D., formerly of Yale, died at th 
home of his daughter in Los Angeles about April 15 
He had been in ill health the past two years and wa: 
preceded in death by his wife who died one mont! 
ago. Three daughters survive. 





RESOLUTION 


WHEREAS, the members of the Tulsa County Medic: 
Society have been saddened by the passing of Dr. Elme 
Ledley Cohenour on April 6, 1948, and 

WHEREAS, the Society wishes to take note of th 
achievements and contributions of this practitioner « 
medicine during forty years of service to his fello 
men, and 

WHEREAS, the Society desires to express to th 
members of his family, and his many friends, its pr 
found sympathy at his passing, Now Therefore, 

BE IT RESOLVED: That the Tulsa County Medic: 
Society take formal recognition of the services to med 
cine and to the general public of Dr. E. L. Cohenou 
that it pay its respects to this departed physician fi 
his interest in the progress of the community ar 
organized medicine during his lifetime, and that 
convey to his survivors and friends are deepest syn 
pathy of the Society at his passing. 

Copies of this resolution to be forwarded to the Ok: 
homa State Medical Association and the members of th 
immediate family. 

Respectfully Submitted: 

Welfare Committee 

M. V. Stanley, M.D., Chairman 


Approved by the Tulsa County Medical Society 
April 26, 1948 





THE MEDICAL SCHOOL 














Byron Louis Bailey (Med °47) will begin a residency 
at St. John’s Hospital in Tulsa on July 1, 1948. 


James William Clopton (Med °45) is employed tem 
porarily by the Oklahoma State Health Department to 
work at the West Oklahoma Tuberculosis Sanatorium, 
Clinton. He plans to serve a residency in Eye, Ear, 
Nose and Throat at University Hospitals, Oklahoma City, 
starting September 1, 1948. 


B. O. Coleman, (Med °47) is serving a three year 
residency in surgery at the Kansas City General Hos 
pital, Kansas City, Missouri. 


Robert Duran, (Med °47) will begin a residency in 
pathology at the St. Elizabeth Hospital in Lafayette, 
Indiana, soon. 


Thomas H. Fair, (Med °47) will be at St. John’s 
Hospital, Tulsa, beginning July 1, 1948. 


Edward M. Fugate (Med °47) has a Fellowship 
Surgery for 1949 at the Receiving Hospital in Detroi 
Michigan. 

Douglas E,. Wilson, (Med °47) now at Indiana U1 
versity Medical Center, will be a resident in surgery 
St. John’s Hospital, Tulsa, after July 1, 1948. 

©. Jack Young, (Med °47) will be taking a residency 
in Dermatology and Syphilology at the University Hi: 
pital, Charlottesville, Va. 


E. W. Young (Med °47) will be Assistant Reside 
in Medicine, Mercy Hospital, Baltimore, Maryland, fr 
the year 1948-1949. 


Martin Berger, (Med °47) will be a resident in & 
gery for the year 1948-49 at Providence Hospit 
Seattle, Wash. 
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Every physician wants perfection in pharma- 
ceuticals .. . every patient expects the best. 
Dorsey is A NAME TO REMEMBER for it is 
the goal you are seeking . .. 
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BOOK REVIEWS 














400 YEARS OF A DOCTOR’S LIFE. George Rosen, 
M.D., and Beate Caspari-Rosen, M.D. 429 pages. Price 
$4.00. New York: Henry Schuman, 1947. 


In this significant anthology we fine a composit picture 
of the successful doctor and the varied influences which 
mold his life and shape his character. The reader through 
a careful cohesive integration of the contents of this 
volume may build up an ideal toward which he may 
direct his own life with great expectations. 


Particularly should the young doctor, whose career is 
still uncharted or vaguely projected, read this stimulating 
composite account, containing many interesting facts 
about the multifaceted life and work of the Doctor 
through 400 years of medical progress in an ever chang- 
ing world. In this well arranged volume the authors have 
presented many revealing facts and intimate experiences 
in connection with ‘‘the most human of all professions.’’ 


Here one finds what creates the spirit, what moves the 
mind and directs available human energy toward scien- 
tifie progress in behalf of human weal. 


In a personal word to those who see this review may 
we say that after a hard day’s work, while wondering 
‘*why patients get this way’’ it will be helpful to pick 
up this book and spend a little time trying to figure 
why doctors continue in their difficult pursuit which fixes 
the pattern of the doctor’s life and makes him like it. 
Here we find more than a hundred case histories dealing 
with doctors who have helped to bring medical history 
through 40 decades. The volume is attractive, well-print- 
ed, easy to handle and well-adapted for periodic brows- 
ing; in fact it is good for bedside perusal; a satisfying 
night-cap. Purchase it, read it and keep it.—Lewis J. 
Moorman, M.D, 


PHYSIOLOGY OF EXERCISE. Laurence E. More- 
house, Ph.D., and Augustus T. Miller, Jr., Ph.D., 353 
pages illustrated. St. Louis: C. V. Mosby Company, 
1948, 

The authors state ‘‘an attempt has been made to 
provide the essential physiological background which is 
necessary for an understanding of the response of the 
body to exercise.’ They have assumed that the reader 
possesses ‘‘only an elementary knowledge of some of 
the basic principles of chemistry and physics.’’ Unfor- 
tunately they do not state for what class of readers it 
is intended. 

The functions of muscles are interrelated to the entire 
subject of physiology; therefore it is difficult, if not 
impossible to give an adequate discussion of the physi- 
ology of exercise without including the physiology of 
all the other organs and systems. The authors have made 
a sincere effort to stress the knowledge intimately re- 
lated to muscle physiology and the book should prove 
valuable to college students interested in physical edu- 
cation. 


The material presented is elementary and for the most 
part it is essentially the same as included in the various 
text books of physiology, also almost all of the numerous 
illustrations have been taken from various standard text 
books. The 357 references offered do not reflect an 
emphasis on modern literature, references are listed for 
each year since 1903 (with the exception of 1908, 1916, 
1918) and one dated 1898 is included.—Edward C. 


Mason, M.D. 


OPERATIVE GYNECOLOGY. Harry Sturgeon Crossen, 
M.D. and Robert James Crossen, M.D. Sixth Editio: 
999 page. 1334 illustrations, 12 color plates. St Louis: 
C. V. Mosby Company, 1948. Price $15.00. 

This practical textbook of ‘‘Operative Gynecology ’’ 
now appears in its sixth edition. It has been complete 
revised and evidences marked improvement both in stay 
and order of presentation of its contents. 

A great deal of vital information has replaced mu 
space occupied in previous editions by interesting hi 
torical matter. The inimitable personal touch in d 
cussing operative conditions and indications for surge: 
has been maintained. 

The major changes observed by this reviewer foc 
attention upon two outstanding advances in operati 
gynecology: the prevention of cancer in certain orga 
and the development of effective palliative treatment f 
uterine myomata in patients with serious handica, 
which more or less preclude hysterectomy. Cancer pr 
vention is emphasized by the authors in recognition 
two major premises: first, that local conditions whi 
may increase the chance of malignancy should be r 
moved, and second, that involuting ovaries and uté 
present increase in cancer potential which is a fact 
to be considered when making the decision betwe 
operative removal and less radical measures. The trea 
ment of genital cancer by means of radiation, irradi 
tion, and surgery and with combinations of each, h 
been exceptionally well presented. 

It is hoped that in future editions many of the 1,3 
illustrations will be replaced by more clear cut di: 
grammatie drawings of surgical procedures. 

It is the opinion of this reviewer that Crossen’s sixt 
edition of Operative Gynecology remains one of tl 
two most practical texts on the subject, both as a refe 
ence for the gynecologist and as a practical guide f 
the general surgeon.—Gerald Rogers, M.D., F.A.C.8. 


MANUAL OF CLINICAL THERAPEUTICS. Winds: 
C. Cutting, M.D., Professor of Therapeutics, Stanfor 
University School of Medicine. Second Edition. Cloth. 
712 pages. Philadelphia: W. B. Saunders Co. 1948. 


This is a well written book that contains a remarkable 
amount of material in condensed form. It should prove 
useful especially to medical students, hospital officers, 
and beginning practitioners as a quick reference. 

The newer significant improvements in therapy are i: 
cluded in this revised edition. This is particularly tri 
of the infectious diseases where the new antibiotics, ant 
malarials, and other chemotherapeutic agents have ofte 
simplified treatment to a revolutionary degree. Oth 
considerable changes have been possible through the i: 
troduction into therapeutics of such agents as ant 
histamines, antithyroid drugs, new anticonvulsants, fol 
acid and fractions of protein. The sulfonamides, pen 
cillin, and streptomycin, are discussed briefly but adi 
quately. The first part of the book deals with gener: 
considerations in therapy common to many diseases. T! 
larger portion of the book is concerned with the trea! 
ment of nearly all of the diseases seen in general pra 
tice; each disease is listed separately and the therapy 
discussed under the three headings — general measures, 
specific measures, and prevention. The last 150 pag 
(appendix) of this manual contain numerous facts, tec! 
niques, and procedures which should prove quite helpf: 
to the interne.—J. S. Morrison, M.D. 
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YOU AND YOUR DOCTOR. Benjamin F. Miller, M.D. 
New York: Toronto: Whittlesey House McGraw-Hill 
Book Company, Inc. 1948. $2.75. 


Starting with the philosophy that the biggest fool in 
the world is the fool who thinks everybody is wrong 
who doesn’t agree with him, the reviewer has carefully 
read this naive bit of hodgepodge plainly revealing the 
author’s ignorance of both ‘‘You and Your Doctor.’’ 


Having become a clinical professor of medicine 
through the sequestered channels of research, the big city 
clinic and the U. 8. Public Health Service does not 
qualify the author to speak for you or your doctor. 
You, Mr. Average American Citizen, never appeared 
among his bacteria in the laboratory; you never sought 
his services in the big city clinic. You never came per- 
sonally under his scrutinizing public health service. His 
obvious aloofness from your needs and your problems 
appears on every page and disqualifies him as your 
spokesman. That he is equally unfamiliar with your 
doctor and his services to you appears in every chapter 
and in every unjust criticism, every attempted analogy, 
every rare case history, every ridiculous story with un- 
warranted conclusions in favor of group and government 
practice. His ignorance of the functions of the average 
general practitioner is accentuated by his proposal of 
what he chooses to call the ‘‘pilot physician.’’ After 
finding the general practitioner guilty of so much ig- 
norance and so many shortcomings, it seems passing 
strange that the duties he would assign to his ‘‘pilot 
physician’’ are the identical services performed by the 
average general practitioner under the present system 
of medical service. 


It is difficult to understand how the author expects 
even the lay reader to believe that he as a second year 
medical student could diagnose a neighbor boy’s disease 
which would be utterly beyond the diagnostic acumen 
of the average general practitioner with four years 
schooling plus practical experience. As he progressed in 
school his diagnostic perspicacity grew as attested by 
his own admission of controversies with his professors 
about diagnostic problems. According to his opinion our 
educational system is so deficient we wonder how he 
learned so much and how he ean now be so sure of 
himself. But he forgets himself long enough to opine 
that ‘‘Advanced mathematics are not needed to prove 
that a more democratic method of medical and educa- 
tion and opportunity would give us a chance to produce 
a Pasteur or an Ehrlich more often than once in fifty 
years.’’ 

Those of us down at the grass roots know that already 
New Deal government controls, such as he wants for 
medicine, have made it impossible to produce a good 
farmer and let him live on the soil in peace. The leveling 
process he seeks pulls down the peaks without perceptibly 
elevating the plateau. Occasionally a man is born with 
something in his genes which might lift him up to the 
level of a Pasteur or an Ehrlich if his pants had not 
been made in to a straightjacket. The Bismarckian 
policies originally incorporated in the Wagner-Murray- 
Dingel bill by Bob Wagner of Nastatten, Germany, 
ultimately made mass murderers of many of Hitler’s 
doctors, how can we expect the same policies to make 
angels of us. Already according to the author, our gen- 
eral practitioners are seasoned sinners. This harmless 
looking little volume with a cunning title is full of 
absurd stories and case reports leading to false infer- 
ences. 


Change of climate is advocated apparently with trans- 
portation and an allowance. What would old Horace 
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Gracely say to this one—‘‘Go west young man, and 
enjoy your subsidy.’’ 


It would be unfair to say there is no truth in any 
part of the book but it is only just to say where truth 
appears it is employed for the purpose of posing unwar- 
ranted premises and cinching unjustifiable conclusions. 


The author’s ego never misses a page. As the intelli- 
gent reader follows this farce, not with the hope of 
edification, but with comedy as a sure reward he is not 
surprised that before the last curtain he boldly proposes 
to resolve all our medical problems through the Wagner 
Murray-Dingel bill. The comedy leaves a bad taste be- 
cause it makes no disposition of all the incompetent 
general practitioners. Knowing there are not enough 
doctors to implement the plan without these general 
practitioners consistently damned throughout the comedy 
and left to our imagination we must conclude the 
Wagner-Murray-Dingel bill can guarantee ‘‘ good health 

. throughout your life’’ and that the government 
red-tape-worms who administer this miraculous law will 
be able to assimilate these medical derelicts and through 
the process of symbiosis, spew them into a golden thread 
of truth which will bind up all our wounds and heal our 
ills. This harmless looking volume with a chummy title 
is full of absurd assumptions and case reports followed 
by false conclusions.—Lewis J. Moorman, M.D. 


DISABILITY EVALUATION: PRINCIPLES OF 
TREATMENT OF COMPENSABLE INJURIES. 
Earl D. McBride, M.D. Fourth Edition. Philadelphia: 
J. B. Lippineott Company, 1948. 


The accurate evaluation of disability is admittedly 
one of the most difficult problems with which industrial 
and orthopedic surgeons are faced. In an effort to 
formulate a standard basis for disability evaluation, Dr. 
McBride has deveioped a method based upon the fune 
tional effect of a physical handicap on the ability of 
the patient to perform his work. The following factors 
have been selected as determinants: (1) quickness of 
action, (2) coordination of movement, (3) strength, 
(4) security, (5) endurance, (6) safety, and (7) phy 
sique, the latter factor being the prestige of a normal 
physique in securing and pursuing employment. These 
are considered in relation to a given physical handicap 
and, depending upon the degree to which each factor 
is involved, an estimate of disability is reached. 

The current edition, issued after a lapse of six years 
since the third edition, represents an up-to-date presen 
tation of the problem. That the author has remained 
abreast of current sociological trends in regard to com 
pensable injury is manifested by the inclusion of a new 
chapter on ‘‘Employment of the Physically Disabled.’’ 
There are numerous other changes and additions, but 
Dr. MeBride has wisely refrained from enlarging the 
volume, so that except for the new chapter, pagination 
remains the same as in the previous edition. 


This book represents an amazing account of work on 
the part of the author. However, it is not a book which 
ean be effectively utilized without a thorough study and 
understanding of the principles upon which the calcula 
tions are made. Though the physician experienced in 
disability evaluation may not always agree with the 
rating arrived at by this method, it is a definite and 
rational effort to establish a greater degree of uni- 
formity among various examining physicians, reached by 
a systematic approach rather than by mere guess. 

The current edition continues to be an important tool 
for physicians who must evaluate disability.—Robert A. 
Knight, M.D. 
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MEDICAL ABSTRACTS 


THE TREATMENT OF TRAUMATIC DIPLOPIA. J. C. 
Neely. The British Journal of Ophthalmology. 31:581- 
642 (October) 1947. 


The article is the result of investigation carried out 
in the Royal Air Force of Great Britain. Traumatic 
diplopia is not uncommon even in peacetime. It is 
thought, however, that the condition cannot be cured. 
This is one reason why the surgery of the vertical and 
oblique muscles of the eye has remained so undeveloped. 











Traumatic diplopia may be divided into three cate- 
gories: 1. Diplopia caused by the alteration in the 
seating of the eye, and the mechanical embarrassment 
under which certain movements have to be made, 2. 
diplopia due to injury of the muscles themselves by 
direct or indirect violence, and 3. diplopia due to 
paralysis of an extra-ocular muscle, following damage 
to its motor nerve by intracranial injury. 

Before any specific treatment can be undertaken it is 
necessary to make an accurate diagnosis. Identification 
of the affected muscles is essential for correct treat- 
ment. This is sometimes the matter of considerable 
difficulty, especially when secondary contracture of the 
direct antagonist muscle of the same side has already 
occurred, leading to a relative paresis of the synergist 
of the other eye. 

The next step in diagnosis is the observation of the 
ocular movements. The nature of the diplopia, whether 
it is horizontal or vertical in character, crossed or 
homonymous, will also indicate which movement of the 
eyes causes the greatest separation of the images. Two 
observations can be made: 1. The limitation of move- 
ment of the affected eye, 2. the overaction, during the 
same movement, of the sound eye. When the ocular 
movements are made, the diplopia will be found to be 
the greatest in the direction of action of the paralyzed 
or paresed muscle, and the more displaced image will 
be found to belong to the affected eye. 

The muscles at fault having been diagnosed it is then 
necessary to measure the amount of diplopia in order 
to be able to observe any recovery that may be taking 
place, and to assess the results of treatment. For this 
purpose one uses the Maddox rod, the Hess screen and 
the synoptophore. 

For the treatment of traumatic diplopia it is necessary 
to restore the normal anatomy of the parts after a head 
injury, and, before the surgical correction of diplopia 
is undertaken, orthoptic treatment is begun. The orth- 
optic treatment is included also in postoperative man- 
agement of the diplopia cases. It has been found that 
there is a residual weakness in the eye muscles after 
diplopia operation without a preceding series of orth- 
optic exercises. ‘ 

The operation is not considered until five-six months 
have elapsed since the date of the injury. Many opera- 
tive procedures are possible and may be considered 
successful if judged in terms of ocular comfort and the 
disappearance of diplopia in the primary positions of 
the eyes. 

There are 12 extraocular muscles which have to work 
together in harmony to maintain binocular single vision. 
Operations which equalize the balance of power in the 
line of action of the paralyzed or paresed muscles are 
obviously better solutions from the mechanical point of 
view than those which try to adjust this balance diagon- 
ally to the line of action of the affected muscle. 


(Continued on Page xix) 
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Webster-Chicago 
The portable, light weight Webster-Chicago 
Electronic Memory Wire Recorder is solving 
one of today’s most difficult problems—help- 
ing doctors to increase the effectiveness of 
their working hours and to see more patients. 

Ic is widely used in consultations to record 
the patient’s case history for comparison and 
analysis. Significant details are retained for 
later reference, nothing forgotten. Consulta- 
tion opinions and running comments made 
during treatment may be played back as de- 
sired... or transcribed later by a stenographer. 

Recordings may be kept indefinitely, re- 
played thousands of times...or erased simply 
by re-recording on the same wire. Just plug 
the Electronic Memory into an AC outlet and 
it is ready to record or playback any sound.A 
sensitive microphone and three spools of pre- 
tested Electronic Memory Recording Wire are 
supplied and canbe stored in the detachable lid. 


Mail the coupon for booklet describing and 
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WEBSTER- CHICAGO 





Please send mea copy of “The Elec- 
tronic Memory for Commercial and Pro- 
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